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1879  Abebceombie,  John,  M.D.,  23,  Upper  Wimpole  Street,  W.     (C.  1890-2.) 

C.S.  3. 

O.M.  ACLAND,  Sir  Heney  Wentwoeth,  Bart.,  M.D.,  K.C.B.,  LL.D.,  F.R.S., 
Broad  Street,  Oxford.     (V.P.  1868-70.) 

1889     ACLAND,  Theodore  Dyke,  M.D.,  74,  Brook  Street,  W.     Trans.  1. 

_883     Adams,  William  Coode,  M.B.,  1,  Eton  Avenue,  Soutli  Hampstead,  N.W. 

1888  Addinsell,  ArsrsTtrs  W.,  M.B.,  CM.,  30,  Ashburn  Place,  South  Ken- 
sington, S.W. 

1884  Adeney,  Edwin  Leonard,  M.D.,  3,  Sion  Terrace,  Mount  Sion,  Tun- 

bridge  Wells. 
1883    Allchin,  William  Henry,  M.D.,  5,  Cbandos  Street,  W.    (C.  1894-    .) 

1885  Allingham,  Herbert  William,  25,  Grosvenor  Street,  W.     Trans.  6. 
1871     Althaus,  JiTLirs,  M.D.,  48,  Harley  Street,  W.    (C.  1879-81.)     Trans.  5, 

C.S.  1. 
1888    Anderson,  John,  M.D.,  9,  Harley  Street,  W. 
1868     Anderson,  John  Foed,  M.D.,41,  Belsize  Park,  N.W. 
1883    Anderson,  William,  2,  Harley  Street,  W.    (C.  1891-3.)     IVans.  5. 
O.M.  *Andeew,  James,  M.D.,   Sunnycote,  Emery  Down,  Lyudhurst,  Hants. 

(C.  1872-4,  V.P.     1885-6.)     Trans.  1. 

1887  Aek;le,  Charles,  M.D.,  66,  Wimpole  Street,  W.     Trans.  2,  t.i>.  2. 
1885     Aemsteong,  Henry  George,  Heathcote,  Crowthorne,  Berkshire. 

1888  Aemsteong,  Hugh,  Aylestone  Hill,  Hereford. 
O.M.     Arnott,  Henry.     (C.  1871-5.)     Trans.  3. 

1880  *Bakeh,  Henry  Feancis,  2,  Mandeville  Place,  Manchester  Square,  W. 

C.S.  1. 
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Elected 

1883  Ballance,   Charles   Alfeed,  M.B.,    M.S.,  106,   Harley  Street,  W. 

(C.  1894.)     Trans.  1,  C.S.  2. 
1888    Banham,  Henbt  Feench,  M.D.,  Sidmouth  House,  Reading. 
1868    Bantock,  Geoege  Gbantille,  M.D.,  12,  Granville  Place,  W. 
1876     Baekee,  Aethue  E.  J.,  87,  Harley  Street.  W.     (C.  1883-5.)    Trans.  10, 

C.S.  6. 

1882  Baeeeb,  Feedeeick  Charles,  M.D.,  Surgeon-Major,  Bombay  Medical 

Service,  India. 
1894    Baeling,  Habey  Gilbeet,  85,  Edmund  Street,  Birmingham. 
1875     Bablow,  Thomas,  M.D.,  10,  Wimpole  Street,  W.C.  (C.  1880-2, 1891-4, 

S.  1888-90.)     Trans.  10,  C.S.  5. 
1888     Babrs,  a.  G.,  M.D.,  22,  Park  Place,  Leeds. 
1888     Baeton,  Edwin  A.,  35,  Cheniston  Gardens,  Kensington,  W. 

1891  Baeton,  J.  Kingston,  2,  Courtfield  Road,  S.W. 

CM.     Baewell,  Richaed,  55,  Wimpole  Street,  W.    (C.  1872-5,  V.P.  1877-9.) 

Trans.  18,  C.S.  2. 
O.M.     Bastian,  Heney  Chaelton,  M.D.,  F.R.S.,  8a,  Manchester  Square,  W. 

(C.  1876-8,  V.P.  1891-3.)     Trans.  7. 

1888  Battebham,  John  Williams,  M.B.,  B.S.,  Bank  House,  Grand  Parade, 

St.  Leonard's. 
1886    Battle,  William  Henbt,  2,  Mansfield  Street,  W.     Trans.  2,  C.S.  5. 
1868     Baumleb,  Cheistian  G.  H.,  M.D.,  University  of  Erlangen.     Trans.  4. 
1880  *Beevob,  Chaeles  Edwaed,  M.D.,  33,  Harley  Street,  W.    (C.  1890-1.) 

C.S.  2. 

1884  Benham,  F.  Lucas,  M.D.,  93,  Elizabeth   Street,  Eaton  Square,  S.W. 

Trans.  1. 

1883  Benham,  Robert  Fitzeoy,  Abercorn  House,  Castletown  Road,  West 

Kensington,  W. 
1893     Benjamin,  John  Knill  Kinsman,  Gordon  Road,  Ealing. 

1885  Bennett,  A.  Hughes,  M.D.,  76,  Wimpole  Street,  W.     Trans.  2. 

1878  Bennett,  Storeb,  17,  George  Street,  Hanover  Square,  W.     C.S.  1. 
1874    Bennett,  William  Henry,  l,.Chesterfield  Street,  W.    (C.  1889, 1892-4, 

S.  1890-1.)     Trans.  4,  C.S.  3. 

1889  Bentley,  Arthur  J.  M.,  M.D.,  Mena  House,  Pyramids,  Cairo,  Egypt. 
1882    Beery,  Feedeeick  Haycbaft,  M.B.,  Watford,  Herts. 

1885     Beeey,  James,  60,  Welbeck  Street,  W. 

1889  Bidwell,  Leonaed  Aethub,  54,  Harley  Street,  W. 

1890  Bindley,  Robeet  Alfeed,  Westbury  House,  Harlesden,  N. 

1882  Bindley,  Philip  Henby,  M.B.,  Branksome  Road,  St.  Leonards-on-Sea. 

1879  BiNDON,  Wm.  John  Veeeker,  M.D. 

1883  Biss,  Cecil  Yates,  M.D.,  135,  Harley  Street,  W.     Trans.  1. 

1889    Bisshopp,  Francis  Robert   Beyant,  M.A.,  M.B.,  B.S.,   Belle  Vue, 
Mount  Pleasant,  Tunbridge  Wells. 

1892  Blaxall,  Feank  Richabdson,  M.D.,  Rendlesham,  Hornsey  Lane,  N. 

1893  Bond,  James  William,  M.D.,  26,  Harley  Street,  W.     C.S.  1. 
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Elbctbd 

1888  BosTOCE',  Robert  Ashton,  73,  Onslow  Gardens,  Brompton. 

1883     BowLBY,   Anthony    A.,   24,   Manchester   Square,    W.      (C.   1891-3.) 

Trans.  2,  C.S.  2. 
1883  fBowLES,     Robert     Leamon,     M.D.,    16,    Upper    Brook    Street,   W. 

(C.  1890-1.) 

1889  Boyd,  Stanley,  M.B.,  134,  Harley  Street,  W.     Trans.  1,  C.S.  3. 

1890  Bradfoed,  John  Rose,  M.D.,  52,  Upper  Berkeley  Street,  W. 

1878  Bridges,  Robert,  M.B.,  M.A.,  The  Manor  House,  Yattendon,  Berkshire. 

Trans.  1. 
1868     Bright,  George  Charles,  M.D.,  Cannes,  Alpes  Maritimes,  France. 
1868  fBRiGHT,  John  Meaburn,  M.D.,  Forest  Hill,  S.E. 
O.M.     Beistowe,  John  S.,  M.D.,  F.R.S.,  13,  Old  Burlington  Street,  W.     (C. 

1869-70,  V.P.  1879-80.)     Trans.  5. 
O.M.     Broadbent,  Sir  William  Henry,  Bart.,  M.D.,  84,  Brook  Street,  W. 

(C.  1871-3,  V.P.  1881-3,  P.  1887-8.)     Trans.  17. 
1887     Brock,  J.  H.  E.,  M.D„  B.S.,  115,  Adelaide  Road,  N.W. 
O.M.    Brodhitrst,  Bernard  Edward,  20,  Grosvenor  Street,  W.     Trans.  2, 

C.S.  1. 
1890     Brown,  Walter  Henry,  19,  Queen  Street,  Leeds.     Trans.  2. 
1876     Browne,  George  Buckston,  80,  Wimpole  Street,  W.     (C.  1891-3.) 

Trans.  3. 
1893     Browne,  James  William,  M.B.,  7,  Norland  Place,  Holland  Park,  W. 
1887     Browne,  Oswald  Auchinleck,  M.A.,  M.B.,  43,  Bedford  Square,  W.C. 

1883  Britce,  John  Mitchell,  M.D.,  70,  Harley  Street,  W. 
1893     Bryant,  John  Henry,  M.D.,  Guy's  Hospital,  S.E. 

O.M.     Bryant,  Thomas,  65,  Grosvenor  Street,  W.     (C.  1872,  V.P.  1876-7, 

P.  1885-6.)     Trans.  8. 
O.M.     BocHANAN,  Sir  George,  M.D.,  LL.D.  Ed.,  F.R.S.,  27,  Woburn  Square, 

W.C.     (C.  1877,  V.P.  1892-4.) 

1890  Bttckland,  Francis  O.,  B.A.,  M.B.,  CM.,  6,  Lower  Sloane  Street,  S.W. 

Trails.  1. 

1891  BUEGHAED,  Frederic  FEAN901S,  M.D.,  M.S.,  46,  Weymouth  Street,  W. 
1881     BuENET,  Robert  William,  M.D.,  6,  Upp.  Wimpole  Street,W.    Trans.  1, 

1879  Burton,  William  Edward,  24,  Wimpole  Street,  W. 

1887     Butlee-Smythe,  Albert  Charles,  76,  Brook  Street,  W.     Trans.  1. 
1881     Butlin,  Henry   Trentham,  82,    Harley    Street,   W.      (C.    1887-9.) 

Trans.  7. 
1871     Butt,  William  F. 

1884  Buxton,  Dudley  Wilmot,  M.D.,  B.S.,  82,  Mortimer  Street,  W. 

O.M.     Buzzard,   Thomas,  M.D.,   74,  Grosvenor   Street,  W.     (S.  1870-2,  C. 

1873-6,  V.P.  1880-1.)     Trans.  14,  C.S.  1. 
1891     Caddy,  Arnold,  2/2,  Harington  Street,  Calcutta. 
1886     Cahill,  John,  12,  Seville  Street,  Lowndes  Square,  S.W. 
1893     Caley,  Henry  Albert,  M.D.,  24,  Upper  Berkeley  Street,  W. 
1890    Calvert,  James,  M.D.,  36,  Queen  Anne  Street,  W.     Trans.  1   C.S.  1. 
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Elected 
1893     Campbell,  Haebt,  M.D.,  20,  Devonshire  Street,  W. 
1891     Cannet,  H.  E.  Leigh,  M.B.,  122,  Biompton  Road,  S.W. 
1891     Caeless,  Albeet,  M.S.,  M.B.,  10,  Welbeck  Street,  W. 
1890     Caee,  John  Waltbe,  M.D.,  40,  Bloomsbury  Square,  W.C.     Trans.  1. 
C.S.  1. 

1889  Cabte,  William  Alexandee,  M.D.,  M.Ch.,  Surgeon-Major,  Grenadier 

Guards'  Hospital,  Rochester  Row,  S.W. 
1869     Caetee,  Robeet  Beudenell,  27,  Queen  Anne  Street,  W.     (C.  1873-6, 

V.  P.  1879-81.)     Trans.  8. 
1885     Caton,  Richaed,  M.D.,  86,  Rodney  Street,  Liverpool.     Trans.  2. 
1868     Catafy,  John,   M.D.,   2,  Upper    Berkeley    Street,    W.      (C.  1881-3.) 

Trans.  4. 
O.M.     Catley.    William,    M.D.,    27,    Wimpole    Street,   W.      (C.   1874-5, 

S.  1876-8,  C.  1879-80,  V.P.  1885-6.)     Trans.  7,  C.S.  1. 

1890  Chapman,  Chables  William,  M.D.,  21,  Weymouth  Street,  W. 

1884  Chapman,  Paul  M.,  M.D.,  1,  St.  John  Street,  Hereford.     C.S.  1. 
1893     Chabsley,  Robeet  Stephen,  "  The  Barn,"  Slough. 

1885  Cheyne,  W.  Watson,  M.B.,  CM.,  75,  Harley  Street,  W.     (C.  1894.) 

C.S.  1. 
1873     Chisholm,  Edwin,  M.D.,  Abergeldie,  Ashfield,  near  Sydney,  New  South 

Wales. 
O.M.     Chuech,  William  Selby,  M.D.,  130,  Harley  Street,  W.     (C.  1874^.) 

1873  Chueton,   Thomas,    M.D.,    3o,    Park    Square,  Leeds.     (C.  1889-91.) 

Trans.  3. 
O.M.     Clapton,  Edwaed,  M.D.,   22,    St.  Thomas's  Street,  Southwark,  S.E. 
(C.  1872^.)     Trans.  1. 

1874  Claek,  Andeew,  71,  Harley  Street,  W.     Trans.  1. 

1887     Claee,  Feancis  William,  The  Dispensary,  Xewcastle-on-Tyne. 
1885  fCLAEKE,  J.  MiCHELL,  M.B.,  28,  Pembroke  Road,  Clifton,  Bristol. 
1885     Claeke,   William  Becce,   M.B.,  46,   Harley  Street,  W.     (C.  1894.) 

Trans.  2,  C.S.  1. 
1877  tCLAY,  Robeet  Hogaeth,  M.D.,  4,  Windsor  Villas,  Plymouth. 
1887     Clemow,  Aethue  Heney  Weiss,  M.D.,  CM.,  1,  Comeragh  Road,  W. 

C.S.  1. 
1877  *CLrTTON,  Heney  HroH,  M.A.,  2,  Portland   Place,  W.     (C  1885-7.) 

Trans.  10,  C.S.  2. 
1893     Cole,  Robert  Heney,  M.B.,.  Moorcroft,  Hillingdon,  Middlesex. 
1882     COLLIEE,    Heebeet,   M.D.,   The  Grange,   Gorleston,  Great  Yarmouth, 

Norfolk. 
1882     CoLQUHOFN,  Daniel,  M.D.,  Dunedin,  New  Zealand. 
1872     Cooke,  Thomas,  40,  Brunswick  Square,  W.C. 
1868     CooPEE,  Feank  VV. 

1880     Cottle,  Wyndham,  M.D.,  3,  Savile  Row,  W. 
1892     Cotteeell,  Edwaed,  5,  West  Halkin  Street,  S.W. 
O.M.     Coupee,  John,  80,  Grosvenor  Street,  W.     (C  1874.) 
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Elected 
1875     CouPLAND,  Sidney,  M.D.  (C),  16,  Queen  Anne  Street,  W.     (S.  1882-4. 

C.  1885-7.)     Trans.  5,  C.S.  2. 
1886     Cousins,    John    Wahd,    M.D.,    Riversdale,    Kent    Road,    Southsea. 

Trans.  1. 
1882     COXWELL,  C.  F.,  M.B.     Trans.  2. 
1879     Ceipps,  William  Haehison,  2,  Stratford   Place,    W.      (C.  1886-8.) 

Trans.  3. 
1872     Ceitchett,  G.  Andeeson,  21,  Harley  Street,  W. 
1877    Ceockee,    Henet    Radcliffe,    M.D.,    121,   Harley   Street,   W.     (C. 

1884-5.)     Trans.  14. 
O.M.     Ceoft,    John,   3,    Mansfield    Street,   W.     (C.   1870-2,  V.P.  1882-4.) 

Trans.  12. 

1890  Ceowle,  Thomas  Heney  Rickaed,  3,  Campden  Hill  Road,  W. 
1893     CuETis,  Heney  Jones,  M.D.,  B.S.,  University  College  Hospital,  W.C. 
1872    Dalbt,  Sir  William  Baetlett,  M.B.,  18,  Savile  Row,  W.     (C.  1879- 

81.)     Trans.  4. 
1882     Dallaway,  J.  W.  Dennis,  5,  Duchess  Street,  W. 

1891  Daedenne,  Henei,  M.B.,  French  Hospital,  Shaftesbury  Avenue,  W.C 
1893     Daubeb,  John  Heney,  20,  Davies  Street,  W. 

1886     Daties,  Aethue  T.,  M.D.,  23,  Finsbury  Square,  E.G.     C.S.  10. 

1879     Daties-Colley,  J.   Neville   C,  M.B.,  M.C.,  36,   Harley  Street,  W. 

(C.  1885-6.)     Trans.  7,  C.S.I. 
1879  tDATY,  Heney,  M.D.,  29,  Southernhay,  Exeter. 
1868     Day,  William  Heney,  M.D.,  10,  Manchester  Square,  W.     (C.  1892-4.) 

Trans.  5. 
1889     Dean,  Heney  Peecy,  84,  Wimpole  Street,  W. 

1879  +DENNIS,  Feedeeic  S.,  M.D.,  542,  Madison  Avenue,  New  York,  U.S. 
1875     Dent,  Clinton  T..  61,  Brook  Street,  W.     (C.  1884-6.)     Trans.  2. 
O.M.     Dickinson,    William    Howship,    M.D.,    9,   Chesterfield    Street,   W. 

(C.  1874-5,  V.P.  1888-9.)     Trans.  2. 
1891     Dickinson,  William  Lee,  M.D.,  9,  Chesterfield  Street,  W.     Trans.  3. 
1871     Divee,    Ebenezee,    M.D.,    Kenley,    Caterham    Valley,    Surrey.      (C. 

1890-2.) 
O.M.     Down,  John  Langdon   H.,  M.D.,  81,  Harley  Street,  W.  (C.  1870-2.) 

Trans.  1. 

1868  Deage,  Chaeles,  M.D.,  Hatfield,  Herts. 

1879     Deewitt,  F.  G.  Dawteey,  M.D.,  2,  Manchester  Square,  W.   (C.  1886-8.) 

Trans.  2. 
O.M.     DrCKWOETH,  Sir  Dyce,  M.D.,  LL.D.  {President),  11,  Grafton  Street, 

Bond  Street,  W.     (C.  1875-7,  V.P.  1887-8,  P.  1891-2.)     Trans.  18, 

C.S.  5. 
O.M.     DuFFiN,  Alfbed  B.,  M.D.,    18,   Devonshire   Street,    W.     (C.    1872-4, 

V.P.  1891-3.)     Trans.  6. 
1884     Duke,  Edgae,  30,  Pevensey  Road,  St.  Leonard's-on-Sea. 

1869  Duke,  Ollitee  Thomas,  M.B.,  Surgeon,  Bengal  Army,  India. 
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Elected 
1889     DcNCAN,  John,  M.D.,  St.  Petersburg. 

1889     DuxN,  Louis  Albekt,  M.S.,  10,  St.  Thomas's  Street,  S.E.     C,S.  1. 
O.M.     DUBHAM,  Aethue  Edwaed,  82,  Brook  Street,  W.     (C.  1867-9,  V.P. 
1884^5.)     Trans.  5. 

1884  Edmunds,  Waltee,  M.C,  75,  Lambeth  Palace  Road,  S.E. 
1882     Emond,  Emile,  M.D.,  113,  Boulevard  Beaumarchais,  Paris. 

O.M.     Ebichsen,  John  E.,  LL.D.,  F.R.S.,  6,  Ca%'endish    Place,  W.     (V.P. 

1869-71.) 
1868     Evans,  Julian,  M.B.,  123,  Finborough  Road,  Redclyffe  Square,  S.W. 
1893     Evans,  Willmott  H.,  6,  Gower  Street,  W.C. 

1888  *EvE,  Feedeeic  S.,  125,  Harley  Street,  Cavendish  Square,  W.     Trans.  1, 

C.S.  1. 

1877  Ewabt,  William,  M.D.,  33,  Curzon  Street,  W.  (C.  1884-6.)  C.S.  1. 
1893  Ezaed,  Edwabd  Henet,  M.D.,  B.S.,  220,  Lewisham  High  Road,  S.E, 
1868  fFAiEBANK,  Feedebick  Royston,  M.D.,  39,  Warrior  Square,  St.  Leo- 

nards-on-Sea.     Trans.  1. 

1889  Faedon,  Edwaed  AsHsr,  Middlesex  Hospital. 

1885  Fenn,  Edwaed  Liveing,  M.D.,  Grey  Friars,  Colchester. 
1887     Fenwick,  E.  Hubey,  14,  Savile  Row,  W.     Trans.  1,  C.S.  1. 
1872     Fenwice,  J.  C.  J.,  M.D.,  25,  North  Road,  Durham. 

1893  Fenwice,  William  Soltau,  M.D.,  10,  Devonshire  Street,  W. 

1878  Field,  Geoege  P.,  34,  Wimpole  Street,  W. 

1876     FiNLAY,    David    White,   M.D.,  2,  Queen's  Terrace,  Aberdeen.      (C. 
1885-7,  S.     1891.)     Trans.  6. 

1885  Fitz-Patbick,  Thomas,  M.D.,  30,  Sussex  Gardens,  Hyde  Park,  W. 
1889     Flemming,  Peecy,  M.D..  88,  Gower  Street,  W.C.     C.S.  1. 

1894  Fletchee,  Hebbeet  Moeley,  M.D.,  98,  Harley  Street,  W. 

1878  *FoNMAETiN,   Heney  de,  M.D.,  26,  Newberry  Terrace,  Lower  Bullar 
Street,  Nichol's  Town,  Southampton. 

1889  Foebes,  Daniel  Mackay,  Shoreditch  Infirmai-y,  204,  Hoxton  Street, 

N. 

1890  FOEMAN,  E.   Baxteb,    M.D.,  11,    Bramham  Gardens,   S.   Kensington, 

S.W. 
1890     FosTEB,  Michael  G.,  M.B.,  M.A.,  Villa  San  Giovanni,  Alassio,  Italy. 
1881     FowLEE,  James  Kingston,  M.D.,  35,  Clarges  Street,  W.     (C.  1887-9.) 

Trans.  4,  C.S.  5. 

1886  Fox,  R.  Kingston,  M.D.,  23,  Finsbury  Square,  E.C. 

1878     Fox,  Thomas  Colcott,  M.B.,   14,  Harley  Street,  W.     (C.  1888-90.) 

Trans.  6,  C.S.I. 
1893     FoxwELL,  Aethue,  M.D.,  7,  Newhall  Street,  Birmingham. 

1887  Feeeman,  Henby  William,  24,  Circus,  Bath. 

1890  Fullee,  Heney  Roxbuegh,  M.D.,  45,  Curzon  Street,  W. 

1891  Fyffe,  W.  Kington,  M.B.,  B.C.,  19,  Duke  Street,  Manchester  Square, 

W.     Trans.  1. 

1888  Gage-Beown.  Chables  Hebbeet.  M.D.,  74,  Cadogan  Place.  S.W. 
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Elected 
1887     Gabeod,  Aechibald  Edwaed,  M.A.,  M.D.,  9,  Chandos  Street,  W. 
1879     Gahstang,  Thomas  Waltee  Haeeopp,  The  Heath,  Knutsford,  Cheshire. 
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EEPOET 

OF   THE 

COUNCIL   OF   THE   CLINICAL   SOCIETY, 

May,  1894. 


THE    COUNCIL  has  the    pleasure  of   reporting  that  the 
affairs    of   the    Society  are   in   a  very  prosperous    con- 
dition. 

The  Members  now  number  535,  of  whom  23  have  been 
elected  during  the  session.  Ten  have  ceased  to  be  Members, 
and  the  Council  regrets  that  five  of  these  have  been  lost  by 
death,  viz.  Sir  Andrew  Clark,  Bai't.,  a  former  President  of 
the  Society ;  Dr.  W.  B.  Hadden,  who  at  the  time  of  his  death 
was  Hon.  Sec.  of  the  Society  ;  Dr.  A.  T.  Myers,  Wm.  Barnard 
W.  Holt,  and  Dr.  Rhys  Williams. 

In  consequence  of  the  great  interest  shown  by  the  Mem- 
bers of  the  Society  in  the  exhibition  of  Clinical  Cases, 
the  Council  proposes  to  devote  the  whole  of  at  least  three 
evenings  each  session  to  this  branch  of  the  Society's  work. 
These  meetings  will  commence  at  8.30  o'clock  and  will  close 
at  10.  Members  of  the  Society  will  be  allowed  to  give  notice 
to  the  Secretaries  of  their  intention  to  exhibit  Clinical 
Cases  up  to  four  days  before  the  meeting,  and  a  list  of 
the  Cases  to  be  exhibited  will  be  sent  by  post  to  every 
Member  in  the  United  Kingdom.  This  change  necessitates 
certain  alterations  in  the  Laws  and  Provisional  Regulations. 
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The  Treasurer's  Statement  of  Accounts  shows  that  the 
financial  condition  of  the  Society  is  highly  satisfactory. 
During  the  year  we  have  defrayed  the  cost  of  the  Report  on 
the  Periods  of  Incubation  and  Contagiousness  of  certain 
Infectious  Diseases,  which  amounted  to  £117  155.,  and  we 
have  increased  our  Balance  in  hand  by  over  £47. 
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PRESIDENTIAL  ADDRESS 

DELIVEEED   AT   THE 

CLINICAL     SOCIETY     OE    LONDON 

BY 

J.    W.    HULKE,    F.R.S., 

PEESIDENT. 


GENTLEMENj — Let  me,  before  we  begin  the  regular  busi- 
ness of  the  Session,  thank  you  for  the  great  honour  you 
have  done  me  in  placing  me  in  this  chair  as  your  President 
— a  chair  which,  I  cannot  forget,  was  first  occupied  by  one 
whose  memory  all  here  present  must  revere — I  refer  to  Sir 
Thomas  Watson.  Long  since  taken  from  us,  his  name  to 
some  will  be  little  more  than  an  aSwXov  ;  but  I  am  happy 
to  know  that  not  a  few  members  yet  remain  to  whom  the 
name  will  recall  the  living  personality  of  that  truly  great 
man.  A  physician  of  the  highest  eminence,  an  excellent 
clinical  teacher,  the  author  of  classical  works  characterised 
by  an  elegance  of  diction  and  composition  which  makes  them 
models  worthy  of  imitation  at  the  present  day ;  and,  withal,  a 
man  whose  sterling  uprightness,  and  uniform  courtesy  towards 
all,  secured  for  him  the  veneration  of  every  member  of  his  pro- 
fession, and  also  the  esteem  of  the  public  ;  the  election  of 
Sir  Thomas  Watson  as  our  first  President  was  in  itself  a 
happy  augury  of  future  success. 

Founded  in  1867  for  "  The  Cultivation  and  Promotion  of 
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the  Study  of  Practical  Medicine  and  Surgery/'  it  has  occurred 
to  me  that  it  might  not  be  wholly  uninteresting  now,  after 
the  lapse  of  twenty-six  years,  to  note  what  has  been  the  pro- 
gress of  our  Society  within  this  time,  and  to  note — it  can  only 
be  very  briefly — some  of  the  advances  in  Practical  Medicine 
and  Surgery  made  within  this  period  —  advances  in  the 
achievement  of  which  the  Clinical  Society  has  ever  taken  a 
foremost  place. 

The  list  of  the  members  of  the  Clinical  Society  published 
in  the  first  volume  of  the  Transactions,  issued  in  1868,  con- 
tains the  names  of  129  ;  whilst  that  issued  last  year  includes 
524 — an  increase  which  must  be  regarded  as  highly  satis- 
factory. Of  the  129  names  of  members  printed  in  the  first 
list,  85,  including  those  of  five  past  presidents,  are  miss- 
ing from  the  roll  last  issued ;  but  this  heavy  loss,  mostly 
caused  by  death,  has,  as  the  figures  show,  been  more  than 
met  by  fresh  accessions  to  our  ranks.  Numerically,  then,  the 
Society  is  flourishing.  Next,  looking  through  the  record  of 
its  work,  I  notice  that  the  first  volume  of  Transactions  con- 
tains 192  pages,  embodying  thirty-three  contributions,  whereas 
the  recently  issued  volume  comprises  308  pages,  containing 
sixty-nine  contributions  ;  and  I  may  remark  that  the  last  is 
not  an  exceptionally  large  volume,  since  as  regards  its  size  it 
is  a  fair  average  of  the  volumes  issued  by  the  Society  during 
the  past  thirteen  years.  But  not  merely  as  regards  the 
numerical  increase  of  its  members,  and  in  respect  of  the 
enlargement  of  its  Transactions,  may  we  fairly  claim  that  the 
Society  is  flourishing;  important  as  are  these  signs  of  progress, 
yet  more  important  is  the  progress  which  I  venture  to  suggest 
may  be  discerned  in  the  quality  and  the  thoroughness  of  the 
communications  made  to  it  in  recent  years.  That  the  Clinical 
Society  has  kept  well  to  the  front  in  the  general  advance 
along  the  whole  line  of  "  Practical  Medicine  and  Surgery  "  by 
which  the  last  quarter  of  a  century  has  been  so  singularly 
distinguished,  its  archives  bear  incontrovertible  testimony. 
They  are  so  rich  a  treasury  that  even  a  bare  enumeration  of 
all  the  subjects  treated  in  them  would  be  far  beyond  my  present 
scope ;  it  would  be  also  wearisome  to  you  to  listen  to,  but  I 
will  just  allude  to  some.  In  the  first  volume,  published  in 
1868,  are  two  papers  illustrating  the  value  of  antiseptics  in 
surgical  procedure,  then  hotly  discussed,  doubted  by  some 
and  by  some  disputed.  In  one  of  these  papers  my  former 
colleague,  the  late  Campbell  de  Morgan,  an  able,  very  philo- 
sophical   surgeon,    advocated    the  use  of   zinc    chloride  in 
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abscesses  connected  with  joints,  a  chemical  substance  of  yet 
acknowledged  value  in  selected  cases.  The  other  paper,  com- 
municated by  Mr.  A.  Durham,  shows  the  advantages  he  had 
obtained  from  the  employment  of  carbolic  acid  in  a  case  of 
compound  comminuted  fracture  of  the  thigh.  Arrived  at 
our  present  standpoint  such  matters  seem  trivial  to  us,  but 
they  were  not  so  regarded  at  the  time  when  they  were 
brought  under  the  notice  of  the  Society. 

From  that  date  onwards  up  to  the  present,  there  will  be 
found  notices  in  our  volumes  of  nearly  every  chemical  anti- 
septic agent,  and  mention  of  most  of  the  methods  of  employ- 
ing them.  The  paramount  importance  of  strict  asepsis  for 
the  attainment  of  the  best  results  from  surgical  operations,  a 
truth  which  only  slowly  compelled  acknowledgement,  now 
and  for  many  past  years  universally  accepted  as  incontro- 
vertible, was  in  my  student  days,  I  need  scarcely  say,  hardly 
recognised.  I  shall  not  expose  myself  to  adverse  comment, 
if  I  say  it  was  imperfectly  understood  by  a  few,  and  com- 
pletely ignored  by  most  surgeons  in  their  daily  work.  This 
is  no  exaggeration.  When  I  came  to  London  from  the 
country,  where  I  had  served  my  apprenticeship  under  an 
exceptionally  intelligent  family-practitioner  and  had  been 
drilled  in  habits  of  scrupulous  cleanliness,  I  saw  on  attending 
the  ward-visit  of  a  distinguished  surgeon  in  a  hospital  to 
which,  on  other  grounds,  I  was  strongly  attracted,  that 
surgeon,  after  opening  an  abscess,  proceed  with  soiled  hands 
unwashed  to  the  examination  of  another  patient — a  circum- 
stance that  now  all  would  consider  reprehensible,  then  ap- 
peared not  to  be  thought  of  any  moment.  I  should  add  that 
even  then  such  gross  inobservance  of  cleanliness  was  not  usual 
here  in  London.  In  Paris,  however,  I  found,  a  few  years 
later,  matters  in  respect  of  inattention  to  cleanliness  much 
worse,  for  at  the  Hopital  de  I'Ecole  I  used  to  see  the  visiting 
surgeon,  his  internes  and  dressers,  pass  from  patient  to 
patient,  merely  previously  wiping  their  hands,  fouled  with 
blood  and  discharges,  upon  the  long  white  aprons  which 
were  brought  to  them  from  the  lingerie  beautifully  clean  at 
the  beginning  of  the  ward-visit,  and  which  long  before  its 
end  were  in  a  very  dirty  condition. 

Looking  backwards  from  our  present  standpoint,  we 
cannot  miss  perceiving  how  the  spread  of  infective  septic 
disorders,  formerly  so  rife,  was  the  natural  direct  conse- 
quence of  such  dirty  habits.  Not  duly  appreciating  the 
paramount  importance  of  strict,  scrupulous  cleanliness,  it  did 
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not  then  occasion  surprise  that  hospital  construction  exhibited 
defects  which  to  our  younger  members  will  probably  appear 
to  be  scarcely  credible.  Thus,  when  I  entered  the  Medical 
Department  of  King's  College  as  a  student,  and  during 
several  subsequent  years,  the  hospital  in  Carey  Street  was  an 
old  building  previously  the  workhouse  of  the  parish  of  St. 
Clements  Danes.  It  abutted  towards  Clare  Market  on  an 
overfull  burial-ground,  the  surface  of  which,  through  the 
excessive  number  of  interments  in  it,  had  risen  above  the  level 
of  the  adjoining  street.  Under  the  male  accident  ward, 
separated  from  this  only  by  a  plank  floor  and  a  pervious 
roof,  were  charnel  vaults  filled  from  flagstones  to  roof  with  the 
bones  and  broken  cofiins  that  had  been  removed  from  the 
graveyard  to  afford  space  for  fresh  interments  !  Yet  worse, 
in  the  old  hospital  the  same  theatre  was  used  for  operations 
and  also  for  necropsies  !  It  was  separated  from  two  large 
wards  only  by  the  breadth  of  a  staircase  into  which  its  door 
and  those  of  the  two  wards  directly  opened — a  structural 
plan  which  made  it  impossible  to  exclude  perfectly  from  the 
wards  air  tainted  by  the  necropsies.  All  this  occurred  at  a 
period  when  the  late  Sir  William  Fergusson,  one  of  its 
surgical  staff,  the  most  dexterous  operator  I  have  ever  seen, 
one  whom  I  am  ever  proud  to  think  of  as  my  old  master  in 
surgery,  and  whose  many  personal  kindnesses  to  myself  I  can 
never  forget,  was  at  the  zenith  of  his  reputation ;  when  the 
number  of  large  operations  performed  there  was  exceptionally 
great  for  so  small  an  institution,  when  the  theatre  of  King's 
College  Hospital  attracted  surgeons  from  all  parts  to  see  the 
operating  ;  and  when  the  necropsies  conducted  by  Dr.  Todd 
and  Dr.  Gr.  Budd,  two  of  the  foremost  clinical  teachers  and 
pathologists  of  their  time,  brought  together  there  not  only 
crowds  of  students,  but  also  of  practitioners.  This  picture, — 
not  the  representment  of  a  dream,  but  an  outline  of  actual 
facts, — might  bring  to  our  minds  those  terrible  words  which 
Dante  read  over  the  entrance  to  the  lower  regions — "All 
hope  abandon,  ye  who  enter  here."  But  happily  this  would 
be  an  exaggeration,  for  whilst  the  mortality  after  operations 
was  then  what  now  we  should  certainly  deem  excessive,  yet 
recoveries,  even  with  such  adverse  surroundings,  were  not 
few.  Pardon  me  the  remark,  which  may  appear  trite  and 
trivial  but  which  points  to  a  matter  that  I  think  I  not  infre- 
quently see  ignored  in  daily  routine  of  work — it  is  that  for 
the  attainment  and  maintenance  of  asepsis  a  strict  attention 
to  method,  and  a  scrupulous  observance  of  detail  are  of  nearly 
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as   great  moment  as  the  selection  of   the  agent  employed. 
Absolute  cleanliness,  the  exclusion  of   every   noxa  from   a 
wound,  is  the  aim  of  all.     For  the  achievement  of  this  the 
surgeon  is  not  limited  to  the  use  of  any  particular  agent,  he 
is  not  restricted  to  the  employment  of  any  particular  method. 
It  is  a  truism    that   the    due    recognition   of   the    prime 
importance  of  asepsis  has  rendered  practicable  the  extension 
of  surgical  procedures  into  regions  of  the  human  body  which 
in  former  times  seemed  to  lie  almost  beyond  their  scope,  and 
now,  as  a  matter  of  common  knowledge  and  of  daily  practice, 
operations  are  performed  on  the  parts  within  the  skull,  on  the 
organs  within  the   chest  and  belly,  with  an   immunity  and 
degree   of    success   that    fifty    years    ago    would    have    been 
deemed  incredible.     In  this  advance  I  would  claim  for  our 
Society  some   share.      Did  time  and  the  occasion  permit,  I 
should  like  to  cite  many  of  the  large  number  of  examples  of 
this  progress    scattered    through  our   archives,  but  I  must 
limit  myself  now  to  pointing  to  the  last  few  volumes,  in  which 
are  recorded  a  series  of  notable  instances  of  the  adoption  of 
surgical  measures  for  treating  certain  disorders  and  injuries 
of  the  digestive  canal — a  series  of  cases  that  will  well  repay 
an  attentive  study.     I  refer  to  such  measures  as  gastrostomy, 
where  there  is  an  impediment  to  the  entrance  of  food  into 
the  stomach  through  the  natural  channel ;  to  pylorectomy  for 
malignant  disease  narrowing   the  outlet  of  the  stomach ;  to 
inosculation  of  intestine  with  stomach,  or  with  another  part 
of  the  gut,  after  excision  of  an  intermediate  portion  which  is 
gangrenous,  or  is  perforated  by  ulceration,  or  is  the  seat  of 
a  tumour;    to  excision  of  the  vermiform  appendix;    and  to 
removal  of  calculi  from  the  gall-bladder  or  large  biliary  ducts 
through  an  incision — operations  now  attracting  much  atten- 
tion, and  for  the  improvement  of  which  surgeons  are  earnestly 
labouring.     Much  has  been  done  ;  more  remains  to  do  before 
we  can  be  satisfied  with  the  technique  of  several  of  these 
procedures. 

In  instances  of  disease  entailing  a  slowly  progressive  nar- 
rowing of  some  part  of  the  digestive  canal,  surgical  aid  is  too 
often  not  sought  until  a  stage  is  reached  when  with  greatly 
lessened  strength  the  prospect  of  relief  from  an  operation  is 
much  diminished.  Doubtless  in  many  instances  there  is 
difl&culty  in  ascertaining  the  right  moment  for  invoking 
surgical  interference.  In  the  earlier  stages  of  these  maladies 
the  symptoms  are  frequently  too  obscure  to  warrant  a  definite 
opinion  as  to  their  nature ;  and  in  this  uncertainty  the  practi- 
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tioner  is  not  justified  in  recommending  a  patient  to  subject 
himself  to  a  measure  necessarily  entailing  great  risk,  a  risk 
also  which  few  patients  will  be  found  to  accept  whilst  their 
condition  continues  tolerable,  whilst  their  suffering  is  not 
acute,  and  where  the  prospect  of  death  is  not  very  near. 
Even  later,  when  the  nature  of  the  disorder  has  become 
palpably  evident,  recourse  to  surgical  assistance  is  often  still 
delayed  until  death  stares  the  patient  in  the  face,  until  the 
sufferer's  strength  is  so  reduced  that  he  has  little  power  to 
rally  from  the  shock  inseparable  from  an  operation.  Every 
surgeon  must  remember  painful  instances  of  this. 

An  operation  which  has  recently  attracted  much  notice, 
and  of  which  several  successful  cases  have  been  brought 
before  our  Society,  is  excision  of  the  vermiform  appendix, 
generally  in  instances  where  some  derangement  of  this  has 
led  to  the  formation  of  abscess  about  the  caecum.  From  my 
own  experience,  and  from  a  wide  observation  of  this  class, 
the  conviction  has  grown  upon  me  that  in  many  instances  it  is 
a  safer  practice  not  to  attempt  a  methodical  excision  of 
the  appendix,  which  is  the  ideal  operation,  but  to  content 
oneself  with  freely  opening,  emptying,  and  draining  the 
abscess,  since  the  disturbance  and  displacement  of  aggluti- 
nated parts,  inseparable  from  a  prolonged  search  for  the 
appendix,  may  open  a  path  for  a  wide  septic  infection  of  the 
peritoneal  sac  provoking  a  fatal  peritonitis,  of  which,  I  think, 
instances  have  come  within  my  notice. 

Allow  me  again  to  speak  a  word  of  caution.  In  contemplat- 
ing the  performance  of  any  large  surgical  operation  accom- 
panied with  much  risk,  we  ought  never  to  lose  sight  of  the 
consideration  that  the  subject  is  a  living  being  the  value  of 
whose  life  none  can  estimate — and  not  a  cadaver.  It  has 
occasionally  seemed  to  me  that  this  consideration  has  not  had 
its  due  weight,  and  I  have  sometimes  been  unable  to  avoid  the 
conviction  that  operations  have  been  undertaken  in  circum- 
stances which  from  their  nature  made  success  unattainable. 
Even  should  this  be  so,  I  would  judge  leniently  since  none  of 
us  are  free  from  errors  of  judgment,  and  I  appreciate  the 
aphorism  that  the  impossibilities  of  one  age  may  become  the 
possibilities  of  a  later  time.  Still  there  are  limits,  nor  are 
they  ever  undiscoverable ;  and  there  is  a  real  responsibility 
even  though  it  be  ignored. 

If  until  now  I  have  spoken  exclusively  of  surgery,  it 
is  not  that  I  would  not  give  to  medicine  full  recognition  of 
the  great  progress  it  also  has  made,  and  in  which  I  claim  our 
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Society  has  had  a  share ;  but  surgery  having  been  mainly  my 
life's  work,  I  find  myself  less  able  to  do  justice  to  the  achieve- 
ments of  medicine,  although  I  have  ever  held  and  always 
tried  to  realise  the  aphorism  that  no  one  can  be  a  truly  good 
surgeon  without  possessing  a  fair  knowledge  of  medicine.  If 
I  may  venture  to  express  an  opinion  in  regard  to  progress 
made  by  medicine,  in  the  presence  of  so  many  better  instructed 
than  myself,  it  is  that  a  greater  advance  has  been  made  in  the 
direction  of  exact  diagnosis  than  in  the  way  of  the  treatment 
of  disease.  This  same  remark  has  been  made  by  others,  nor 
is  the  circumstance  surprising. 

Disorders  of  the  nervous  system  appear  to  offer  very  apt 
illustrations  of  this  lagging  of  medical  therapeutics  behind 
diagnosis.  Recent  physiological  investigations  have  accom- 
plished so  much  towards  dispelling  the  obscurity  and  remov- 
ing the  ambiguity  formerly  so  prevalent  concerning  the 
functions  and  interactions  of  the  individual  parts  of  the 
central  and  peripheral  nervous  organs,  that  now  physicians 
are  better  able  to  read  and  to  rightly  interpret  the  symptoms 
associated  with  derangements  of  these  parts.  How  intensely 
interesting  is  the  study  of  these  disorders  is  evidenced  by  the 
large  number  of  cases  of  this  class  the  Society  has  had  from 
its  very  inception  brought  before  it.  But  too  often  it  satis- 
fies neither  the  patient  nor  the  physician  for  the  one  to  have 
ascertained  exactly,  and  the  other  to  be  told  where  is  the 
exact  seat  and  what  is  the  precise  nature  of  his  malady. 
That  which  above  all  the  patient  craves  is  a  remedy  for  his 
illness;  and  this  it  is  which  above  all  else  the  physician 
desires  to  offer,  and  which  too  often  is  beyond  his  present 
resources.  Pharmacological  research,  now  so  actively  pro- 
secuted by  earnest  workers,  has  done  something  towards 
supplying  this  great  want,  but  what  it  has  yet  accomplished 
is  little  in  comparison  with  that  which  remains  to  be  done. 

From  this  branch  of  research  we  are  promised  in  the  near 
future  a  more  philosophical  selection  and  a  more  scientific 
application  of  remedies.  Until  these  hopes  are  realised  we 
cannot  cast  off  our  old  guide  empiricism  ;  we  must  follow  the 
more  closely  the  pointing  of  the  older  loadstone,  experience. 

I  would  not  conclude  these  very  incomplete  remarks  with- 
out reference  to  a  branch  of  work  which  the  Clinical  Society 
has  carried  out, — work  which  has  incontestably  a  very  great 
value, — I  mean  the  Reports  it  has  from  time  to  time  published 
upon  subjects  investigated  by  committees  specially  appointed 
for  the  purpose,  such  as  the  "  Report  on  Spina  bifida,"  that 
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on  "Myxccdema/^  and  lastly  that  on  the  "Incubation-period 
of  certain  Zymotic  Diseases"  lately  issued.  But  let  us  not 
boast  of  work  accomplished,  since  it  is  but  a  fraction  of 
that  which  lies  before  us,  of  that  which  remains  to  be 
achieved  m  the  discipline  which  our  first  President  aptly 
termed  the  "  Divine  art  of  healing." 


COMMUNICATIONS. 


I. — Dilatation  of  the  Stomach  and  severe  pain  dependent 
on  Pyloric  Adhesions,  treated  t)y  abdominal  section 
and  separation  of  abnormal  attachments ;  with 
general  remarlcs  on  visceral  adhesions  as  a  cause  of 
obscure  abdominal  pain.  By  A.  W.  Mayo  Robson. 
Bead  October  13,  1893. 

THE  following  cases  were  sent  to  me  for  operative  treat- 
ment on  account  of  extreme  emaciation  dependent  on 
dilatation  of  the  stomacli,  and  severe  pain  in  the  epigastrium 
and  right  hypochondrium  ;  and  in  both,  medical  treatment 
had  been  efficiently  carried  out  without  success  before  1  saw 
the  patients.  In  both,  the  same  treatment,  separation  of 
adhesions,  produced  relief  or  cure,  although  the  original 
cause,  so  far  as  it  was  possible  to  make  out,  was,  in  the  one 
case,  ulceration  of  the  stomach,  and  in  the  other,  gall-stones. 
I  have  brought  them  forward  because,  although  it  is  known 
that  simple  adhesions  may  produce  serious  symptoms,  I 
believe  it  is  not  generally  recognised  that  dilatation  of  the 
stomach,  apparently  tending  rapidly  to  a  fatal  termination, 
may  be  cured  by  their  separation.  The  history  of  the  cases 
is  as  follows  : 

Case  1. — J.  W.,  ast.  18,  was  sent  to  me  by  Dr.  Walker,  of 
Kirkby  Stephen,  with  the  history  that  although  he  had  never 
been  very  strong,  and  always  liable  to  dyspepsia,  he  had 
never  had  any  serious  illness  until  three  years  previously,  when 
he  began  to  suffer  now  and  again  from  severe  pain,  stabbing 
in  character,  situated  in  the  right  part  of  the  hypogastrium, 
and  lasting  two  or  three  hours.  He  could  give  no  cause  for 
the  attacks,  which  did  not  always  follow  the  taking  of  food. 
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After  he  had  had  the  pain  for  a  few  weeks,  it  would 
subside,  and  nausea  and  vomiting  would  follow,  often  lasting 
for  six  weeks.  He  would  then  be  well  for  a  month  or  so  of 
both  complaints ;  but  during  the  whole  three  years  he  had 
never  been  free  from  pain  or  sickness  beyond  a  month  or  six 
weeks. 

The  same  sequence  of  symptoms  usually  occurred, 
although  at  times  sickness  accompanied  the  pain.  On  one 
occasion  he  vomited  blood,  and  several  times  coffee-ground 
material.  Three  months  before  admission  to  the  Infirmary 
the  pain  became  localised  to  a  spot  just  below  the  ninth  rib 
on  the  right  side,  and  he  had  never  been  a  day  free  from  pain 
since.  He  stated  that  a  swelling  could  be  felt  at  times  under 
the  right  ribs  when  the  pain  was  present,  disappearing  when 
the  pain  subsided.  He  complained  much  of  offensive 
eructation. 

He  had  never  been  jaundiced.  Although  he  had  picked 
up  a  little  between  the  attacks,  the  loss  of  flesh  had  been  pro- 
gressive during  the  three  years.  When  I  saw  him  he  weighed 
only  6  st.  2  lbs.,  and  was  suffering  from  profound  weakness 
and  extreme  emaciation.  Beyond  a  dilated  stomach  nothing 
else  abnormal  could  be  made  out,  and  although  there  was 
marked  tenderness  under  the  right  costal  margin,  no  tumour 
could  be  felt. 

A  diagnosis  of  dilated  stomach,  probably  dependent  on 
adhesions  of  the  pylorus  to  the  gall-bladder,  was  made,  and  the 
patient  was  admitted  to  the  Infirmary  for  stomach  lavage  and 
peptonised  feeding,  to  be  followed  by  operation  if  decided 
relief  did  not  occur. 

On  July  26  the  following  note  was  made : — "During  the  last 
fortnight,  although  the  stomach  has  been  washed  out  daily 
with  a  weak  boro-glyceride  solution,  he  has  suffered  as  much 
as  ever  from  attacks  of  pain,  generally  coming  on  at  night,  but 
at  times  during  the  day.  On  examining  the  abdomen  during 
the  seizures  no  tumour  can  be  seen  or  felt.  There  has,  how- 
ever, been  no  vomiting  since  admission,  and  his  appetite  is 
fairly  good." 

On  July  30,  though  he  had  gained  a  little  in  weight,  he  still 
had  the  pain  and  was  very  anxious  to  have  something  done  to 
give  decided  relief. 

On  August  4,  1892,  the  abdomen  having  been  previously 
asepticised,  and  the  stomach  washed  out  with  boro-glyceride 
solution,  ether  was  administered  and  an  incision  of  three 
inches  was  made  through  the  upper  end  of  the  right  linea 
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semilunaris^  when  adherent  omentum  was  found  covering 
the  region  of  the  gall-bladder  like  a  veil ;  this  was  detached  by 
the  fingers^  exposing  the  pylorus,  adherent  to  the  gall-bladder 
and  under  surface  of  the  liver.  The  adhesions  were  freely 
separated  and  the  bleeding  was  arrested^  chiefly  by  sponge 
pressure,  two  or  three  catgut  ligatures  only  being  required  to 
complete  the  haemostasis.  The  wound  was  then  closed  by  three 
rows  of  sutures, — a  continuous  one  for  the  serous  membrane, 
interrupted  sutures  for  the  aponeurosis,  and  the  same  for  the 
integuments.  Recovery  was  uninterrupted,  and  the  wound 
healed  by  first  intention. 

On  August  15  he  said  he  was  quite  free  from  pain  and 
felt  well.  He  was  kept  recumbent  for  three  weeks,  although 
he  was  allowed  to  take  food  freely. 

He  returned  home  at  the  end  of  eight  weeks,  and  had 
gained  nearly  2  st.  in  weight. 

At  Christmas  I  had  word  from  him  to  say  he  was  in 
robust  health  and  doing  hard  farm- work. 

In  April,  1893, 1  received  a  letter  from  Dr.  Walker  to  say 
that  he  had  remained  well  up  to  February,  1893,  when  there 
was  some  return  of  his  pain,  but  on  seeing  him  I  found  his 
weight  was  still  8^  st.,  and  under  general  treatment  he  was 
soon  well  again. 

I  heard  from  him  in  September,  1893,  when  he  said  he 
was  perfectly  well. 

The  above  notes  are  abstracted  from  a  report  furnished 
by  my  house  surgeon,  Mr.  W.  C.  Mayo. 

Case  2. — J.  G.,  set.  39,  residing  at  Calgary,  Alberta,  was 
advised  to  see  me  by  Dr.  Telfer,  of  Montreal.  He  gave  the 
history  of  having  been  in  good  health  up  to  six  years  pre- 
viously, when  he  had  a  severe  attack  of  pain  in  the  upper 
region  of  the  abdomen,  which  lasted  for  three  days,  and 
which  was  thought  to  be  due  to  gall-stones,  but  he  was  not 
jaundiced  and  no  stone  was  found  in  the  evacuations.  After 
this  he  had  good  health  for  a  year,  when  the  pain  returned 
and  was  followed  by  peritonitis,  which  produced  an  illness  of 
some  weeks'  duration,  from  which  his  friends  despaired  of  his 
recovery.  His  convalescence  was  very  slow,  and  he  had 
never  been  well  since,  having  suffered  from  abdominal  pain 
from  time  to  time  and  from  gradual  loss  of  flesh.  For  six 
months  before  seeing  me  he  had  vomited  daily,  and  had 
suffered  much  from  pain  in  the  upper  part  of  the  abdomen ; 
the  pain  commencing  in  the  epigastrium,  radiating  to  the  left 
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side  of  the  abdomen,  and  usually  passing  to  the  interscapular 
region ;  the  attacks  frequently  ended  in  vomiting,  but  were 
never  followed  by  jaundice. 

He  had  been  treated  by  regular  stomach  lavage,  dieting, 
medicines,  &c.,  but  without  relief,  and  when  I  saw  him  he 
was  reduced  very  considerably  and  was  extremely  weak.  On 
examination  I  found  the  stomach  much  dilated,  but  could 
find  no  evidence  of  tumour  over  the  pylorus  or  gall-bladder. 
The  vomit  contained  free  hydrochloric  acid  and  some  yeast- 
cells  and  sarcina?. 

He  was  admitted  to  the  Infirmary,  and  on  March  12, 1893, 
the  abdomen  was  opened  in  the  right  linea  semilunaris,  when 
the  stomach  was  found  to  be  not  only  immensely  dilated  but 
adherent  by  its  anterior  surface  to  the  abdominal  walls,  and 
by  its  pyloric  extremity  to  the  under  surface  of  the  liver  and 
gall-bladder.  Nothing  else  abnormal  was  found,  and  the 
adhesions,  which  were  very  firm,  were  separated  as  far  as 
possible,  the  bleeding  being  arrested  chiefly  by  sponge  pres- 
sure, only  a  few  catgut  ligatures  being  required.  The  wound 
was  then  closed.  Recovery  was  uninterrupted.  No  sickness 
followed,  and  from  within  forty-eight  hours  of  the  operation 
he  began  to  pick  up,  and  had  neither  pain  nor  sickness  again. 

"When  he  left  England  in  May  he  wrote  to  say  that  he  had 
gained  2  st.  in  weight,  and  was  feeling  splendidly  well.  To 
use  his  own  terms,  he  said  the  operation  had  been  "  a  grand 
success." 

The  case  is  abstracted  from  notes  furnished  by  my  late 
house  surgeon,  Mr.  A.  Whitehead,  M.B.,  M.S. 

Remarhs. — Although,  on  account  of  emaciation  dependent 
on  dilatation  of  the  stomach,  the  cases  related  would  scarcely 
come  under  the  class  of  obscure  abdominal  pain  often  spoken 
of  as  neurosis — a  term,  by-the-bye,  which  should,  I  think,  be 
used  much  less  frequently  than  it  is,  and  which,  I  think,  will 
be  employed  more  carefully  when  our  diagnostic  powers  have 
become  more  perfected, — yet  they  serve  well  to  illustrate 
the  fact,  that  adhesions  alone  may  be  responsible  for  many  of 
the  cases  of  obscure  abdominal  pain  which  are  so  trying  both 
to  patients  and  their  medical  advisers. 

I  have  seen  and  successfully  treated  by  operation  a  number 
of  such  cases,  where,  although  the  symptoms  produced  abso- 
lute invalidism,  signs  were  either  slight  or  entirely  wanting, 
but  where  an  abdominal  exploration  showed  adhesions  which 
had  produced  visceral  distortion  and  disability.  Among  those 
cases  I  would  mention  examples  of  the  stomach  being  tied 
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down  by  onieutal  adhesions,  the  pylorus  being  fixed  to  the 
gall-bladder  or  liver;  intestinal  coils  adherent  one  to 
another  or  to  the  abdominal  wall ;  the  gall-bladder  fixed  to 
the  parietes  or  to  the  colon ;  the  vermiform  appendix  distorted 
and  tied  in  an  abnormal  position ;  the  ovaries  or  Fallopian 
tubes,  or  both,  displaced  and  fixed ;  and  last,  but  not  least, 
omental  adhesions  of  great  variety,  producing  visceral  dis- 
tortion— all  of  which  examples  are  curable  or  relievable  by  a 
carefully  planned  and  skilfully  executed  laparotomy,  and  that 
without  any  mutilation  by  removal  of  viscera.  Moreover,  if, 
as  is  often  the  case,  the  original  disease  has  passed  away, 
there  is  nothing  to  retard  recovery,  and  by  this  I  mean  not 
simply  recovery  from  operation,  but  complete  restoration  to 
good  health. 

It  is  difficult  or  impossible  to  lay  down  any  hard-and-fast 
rules  for  guidance  in  this  class  of  cases,  but  personally  I 
should  feel  it  wise,  in  cases  of  obscure  abdominal  pain  pro- 
ducing invalidism  or  inability,  after  medical  treatment  had 
been  fully  tried  and  failed,  to  open  the  abdomen  in  order  to 
clear  up  the  diagnosis,  and  then  to  adopt  that  line  of  treat- 
ment which  seemed  to  be  indicated.  Moreover,  we  must  not 
lose  sight  of  the  fact,  that  a  surgical  operation  sometimes 
cures  in  a  way  qnite  inexplicable  on  ordinary  lines, — as,  for 
instance,  in  those  cases  where  a  kidney  has  been  explored  for 
stoue,  but  where,  although  no  calculus  has  been  removed,  the 
pain  has  disappeared  not  to  return,  and  the  patient  has  re- 
covered completely. 

The  cases  I  have  related  in  detail  are  of  interest,  not  only 
from  a  diagnostic  and  an  etiological  point  of  view,  but  I 
venture  to  think  also  from  that  of  treatment,  for  if  some  of 
these  cases  of  dilated  stomach  depending  on  pyloric  distor- 
tion can  be  cured  by  simply  separating  adhesions,  it  will  be 
manifestly  a  safer  and  more  satisfactory  method  that  that  of 
dilating  the  pylorus  or  performing  pyloroplasty  or  gastro- 
enterostomy, in  all  of  which  the  stomach  has  to  be  opened. 

I  am  afraid  it  will  appear  as  if  I  had  included  two  dis- 
tinct subjects  in  my  paper,  viz.  dilatation  of  the  stomach  and 
obscure  abdominal  pain  dependent  on  adhesions,  but  a  more 
careful  study  of  the  paper  will  show  that  I  wish  to  lay  special 
stress  on  adhesions  producing  viscei'al  disability  and  their 
capability  of  cure  by  operation  ;  if  I  succeed  in  showing  that 
these  adhesions  are  not  so  harmless  as  some  observers  would 
lead  one  to  suppose,  my  purpose  will  have  been  served. 
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II. — Two  eases  of  Excision  of  Malignant  Growth  from 
Great  Intestine.  By  Waltee  Edmunds.  Bead 
October  13,  1893. 

CASE  1. — The  patient,  a  man  set.  62  years,  was  admitted  to 
St.  Thomas's  Home  in  September,  1889.  Six  years  be- 
fore admission  he  had  suffered  from  a  tapeworm,  which  he 
passed.  Two  and  a  half  years  before  admission  he  had  an 
attack  of  severe  pain  in  the  epigastric  region.  For  about  a 
year  before  admission  he  had  occasional  vomiting,  sometimes 
on  a  full  and  sometimes  on  an  empty  stomach,  sometimes  in 
the  early  morning  ;  there  was  no  pain  after  food.  About  five 
months  before  admission  he  noticed  a  small  lump  in  the  right 
iliac  region;  it  gradually  increased  in  size.  Six  weeks  before 
admission  he  passed  at  stool  a  considerable  quantity  of  clotted 
blood.  Throughout  his  illness  his  bowels  were  fairly  regular, 
and  he  never  suffered  from  constipation  to  any  serious  extent. 
He  had  lost  much  flesh  latterly. 

State  on  admission. — In  fair  general  health.  There  is  in 
the  right  iliac  region  a  lump  apparently  about  the  size  of 
a  hen's  egg;  it  is  freely  moveable.  It  was  diagnosed  as  a 
malignant  tumour,  and  with  the  patient's  consent  an  attempt 
to  remove  it  was  determined  on. 

The  abdomen  was  opened  in  the  right  semilunar  line  and 
the  tumour  exposed;  it  was  seen  to  be  in  the  caecum.  It  was 
drawn  out,  and  the  ileum  above  and  the  caecum  beyond  the 
growth  were  constricted  and  divided ;  the  termination  of  the 
ileum  and  the  c£ecum,  together  with  the  growth  in  it  and  the 
corresponding  part  of  the  mesentery  to  a  certain  depth,  were 
removed;  the  divided  ends  of  the  bowel  were  both  brought 
out  externally. 

The  patient  recovered  from  the  operation,  but  he  suffered 
somewhat  from  ether-bronchitis ;  there  was  also  a  good  deal  of 
eczema  of  the  surrounding  skin,  due  to  irritation  caused  by  the 
escaping  chyme.  Various  applications  were  tried  for  this; 
the  most  satisfactory  seemed  the  free  use  of  vaseline.  The 
patient  is  now,  four  years  after  the  operation,  in  good  health. 
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No  attempt  has  been  made  to  restore  the  continuity  of  the 
bowel ;  but  from  faeces  escaping  at  the  opening  oi  the  ascend- 
ing colon  when  the  opening  of  the  ileum  is  closed  by  a  plug, 
the  patient  thinks  a  communication  has  formed  spontaneously 
between  the  large  and  small  intestines.  The  eczema  about 
the  orifice  has  undergone  spontaneous  cure. 

Remarks. — The  long  period  which  has  passed  since  the 
operation  shows  the  desirability  in  similar  cases  of  attempting 
where  possible  the  removal  of  the  growth,  and  not  resting 
content  with  a  merely  palliative  procedure. 

The  present  good  health  and  good  condition  of  the  patient 
shows  that  the  great  intestine  is  not  necessary  for  the  nutri- 
tion of  the  body ;  its  function  in  man  seems  to  be  merely 
mechanical :  it  is  well  to  bear  this  in  mind  in  considering  the 
propriety  of  operations  involving  an  artificial  anus  in  the 
lower  part  of  the  ileum. 

Case  2. — Patient,  a  mart  ^t.  54  years,  was  admitted  to 
St.  Thomas's  Home  in  June,  1892.  Six  months  before 
admission  he  had  suffered  from  pain  in  the  lower  part  of  the 
abdomen  and  constipation,  to  which  he  had  not  previously 
been  subject.  Three  weeks  before  admission  he  had  an 
attack  of  obstruction  of  the  bowels,  which  did  not  yield  to 
treatment  for  twelve  days. 

Patient  on  admission  was  suffering  from  slight  distension 
of  the  abdomen.  Dr.  Hawkins  saw  him  with  me ;  it  was 
thought  that  there  was  a  malignant  obstruction  of  the  bowels, 
and  it  was  decided  to  explore,  A  median  incision  was  made, 
and  a  circular  growth  was  found  on  the  sigmoid  flexure,  con- 
stricting it.  The  part  of  bowel  affected  was  brought  out  at 
the  incision,  and  a  glass  tube  was  passed  through  the  mesen- 
tery and  under  two  enlarged  glands  which  were  felt  in  it,  but 
the  growth  was  not  removed  till  the  fourth  day;  during  these 
four  days  the  patient  passed  flatus  without  difficulty  (except 
at  one  period),  but  there  was  no  action  of  the  bowels. 

On  the  first  day  the  bowel  was  dressed  with  the  usual 
protective  tissue,  and  cyanide  gauze  beyond,  but  it  was 
found  that  the  protective  shut  in  the  discharge ;  for  it  was 
substituted  the  protective  gauze  tissue  recommended  by  Dr. 
Renton,  of  Glasgow,  which  answered  its  valuable  purpose  of 
allowing  the  discharge  to  pass  through  to  the  dressing  and 
at  the  same  time  preventing  the  dressing  becoming  adherent,* 

On  the  fourth  day,  by  which  time  it  was  considered  that 
*  British  Medical  Journal,  June  14,  1890. 
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the  abdominal  cavity  was  sliut  off  by  adhesions^  the  bowel 
above  and  below  the  growth  was  divided,  and  the  length  of 
bowel  invaded  by  the  growth,  together  with  the  correspond- 
ing mesentery  and  the  two  glands  contained  in  it,  were 
removed ;  the  two  divided  ends  of  bowel  were  sutured  together. 

Eight  hours  after  this  the  patient  passed  a  formed  motion, 
and  in  the  twenty-four  hours  following  the  operation  there 
were  altogether  seven  actions  of  the  bowels. 

In  twenty-four  hours  the  line  of  suture  had  fallen  back 
flush  with  the  skin,  and  during  the  next  three  or  four  days 
there  were  normal  actions  of  the  bowels  per  anum,  but  the 
line  of  sutures  did  not  hold,  and  an  artificial  anus  formed. 

Three  months  after  the  operation  nearly  all  the  fgeces 
were  passing  by  the  artificial  anus,  and  the  patient  wished  to 
have  something  further  done  to  remedy  this  state  of  things. 
After  some  consideration  it  was  decided  to  attempt  to  form 
an  anastomosis  between  the  bowel  above  and  the  bowel  below 
the  artificial  anus,  and  to  subsequently  close  the  latter. 

The  operation  selected  was  that  of  Halsted;  this  is  a 
lateral  anastomosis,  but  it  differs  from  Senn's  operation  in  no 
plates  being  used,  aud  in  the  sutures  not  being  carried 
through  the  whole  thickness  of  the  bowel,  but  through  the 
peritoneal  and  muscular  coats  and  down  to  and  into  the 
submucous  coat,  which  is  tough  and  dense  and  can  be  felt  as 
such,  and  therefore  recognised  by  the  resistance  it  offers  to 
the  needle.  Halsted  recommends  a  square  stitch,  but  the 
great  merit  of  the  operation  is  the  stress  which  is  laid  on  the 
sutures  taking  their  hold  from  the  tough  submucous  coat. 
(For  Halsted's  account  of  the  operation  see  the  Bulletin  of 
the  Johns  Hopkins  Hospital,  vol.  ii,  No.  10,  1891,  and  the 
American  Journal  of  the  Medical  Sciences,  October,  1887.) 
In  order  to  reach  the  two  portions  of  bowel  to  be  joined,  an 
incision  was  made  longitudinally  in  the  left  rectus,  and  the 
abdomen  opened;  it  was  then  found  that  the  two  portions 
were  so  tied  by  adhesions  that  they  could  not  be  drawn  out 
of  the  wound ;  the  operation  had  therefore  to  be  performed 
in  the  abdomen,  which  materially  increased  its  difficulty. 
When  it  was  completed,  a  short  drainage-tube  was  inserted  in 
the  wound  ;  a  slight  escape  of  faeces  (a  feculent  discharge) 
occurred  for  a  short  time  along  the  track  of  this  drainage- 
tube,  but  before  long  it  ceased,  aud  the  drainage-tube  being 
removed  the  wound  healed  completely. 

After  this  operation  faeces  passed  through  the  anastomatic 
opening,  and  were  discharged  per  anum  ;  but  all  the  faeces  did 
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not  go  that  way,  some  went  past  the  Halsted  opening  and 
escaped  at  the  artificial  anus  ;  here  there  was  a  considerable 
eperon,  which  practically  made  the  mouths  of  the  upper  and 
lower  bowels  distinct ;  down  either  of  these  a  finger  could  be 
passed  and  made  to  enter  the  Halsted  opening,  which  just 
admitted  a  finger  and  felt  like  a  ring. 

Three  months  later  an  attempt  was  made  to  close  by 
Lembert's  sutures  the  upper  of  the  two  openings  at  the 
artificial  anus  ;  the  result  of  this  was  that  all  the  fgeces 
passed  through  the  Halsted  opening,  but  a  certain  amount 
then  passed  not  by  the  natural  channel  but  externally  at 
the  opening  of  the  lower  bowel  at  the  artificial  anus ;  soon, 
however,  the  suturing  of  the  upper  opening  gave  way,  and 
to  completely  close  the  artificial  anus  one  had  to  choose 
between  again  attempting  to  suture  the  upper  opening  (and 
also  the  lower  opening),  and  laying  the  artificial  anus  and  the 
Halsted  opening  into  one,  closing  over  at  the  surface  the 
large  communication  thus  made.  This  latter  course  was 
decided  on  :  a  stout  silk  was  passed  down  one  opening  through 
the  Halsted  ring  and  out  again  at  the  other  opening  at  the 
artificial  anus ;  this  silk  acted  as  a  guide  and  helped  to  bring 
the  deep  parts  into  reach ;  later,  the  finger  was  used  as  a 
guide  :  the  adjacent  surfaces  of  bowels  were  divided  longitu- 
dinally down  to  and  into  the  Halsted  ring,  and  the  divided 
edges  stitched  together  on  each  side ;  the  two  parts  of  intes- 
tine were  thus  thrown  freely  into  one,  and  all  that  remained 
was  to  close  the  artificial  anus  by  suturing  the  boAvel  together 
at  the  surface. 

After  this  the  fseces  passed  freely  along  the  bowel  to  the 
anus,  but  a  fistula  formed  large  enough  to  admit  a  pencil,  and 
here  a  small  amount  of  fasces  escaped. 

An  attempt  was  made  to  close  the  fistula  but  not  with  abso- 
lute success,  for  there  still  remains  a  minute  fistula  which  will 
just  allow  the  passage  of  a  probe  into  (I  believe)  the  bowel; 
hardly  anything,  however,  comes  along  this  sinus,  and  the 
bowels  act  normally  per  amim ;  the  patient  is  now  (fifteen 
months  after  the  first  operation)  in  good  health. 

Remarks. — This  case  might  have  been  treated  by  excision 
of  the  growth  and  immediate  suture  and  return  of  the  bowel, 
and  I  do  not  say  that  that  would  not  have  been  the  right 
treatment  to  have  adopted.  I  was  deterred  from  it  by  various 
considerations,  amongst  them  the  result  of  two  cases  of  excision 
of  caecum  for  malignant  growth  by  Senn;  one  case  recovered, 
the   other  died    on    the    sixth    day   from    septic    peritonitis, 
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starting  not  from  leakage  at  the  line  of  junction  (with  Senn's 
plates),  but  from  an  extension  of  inflammation  from  an  ulcer 
within  the  bowel.^ 

In  order  to  avoid  the  danger  of  peritonitis  in  the  present 
case,  the  bowel  was  kept  outside  till  time  had  been  allowed 
for  adhesions  to  shut  off  the  abdominal  cavity.  As  a  matter 
of  fact  the  suturing  did  not  hold,  but  it  does  not  follow  that 
it  would  not  have  done  so  had  the  bowel  been  within  the 
abdomen.  Even  in  the  subsequent  operation  for  making  the 
anastomatic  opening,  the  abdominal  cavity  was  not  laid  freely 
open  on  account  of  the  adhesions  which  had  formed ;  more- 
over a  small  fsecal  fistula,  which  formed  and  lasted  for  a  few 
days  after  this  operation,  did  not  occasion  peritonitis. 

The  failure  of  the  suturing  in  the  original  operation  I  am 
disposed  to  attribute,  in  part  at  least,  to  a  piece  of  hardened 
fgeces  becoming  arrested  at  the  line  of  suture,  not  from 
narrowing  of  the  channel  but  from  absence  of  peristalsis. 
The  contents  of  the  small  intestine  being  more  liquid  than 
those  of  the  large,  the  problem  of  suture  is  materially  different 
in  the  two. 

*  Journal  of  the  Amer.  Med.  Assoc,  June  14,  1890 ;  Abst.  in  Med.  Chron., 
vol.  xiii,  p.  69 
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III. — A  Case  of  Gastro-jejunostomy.     By  Leonard  A. 
BiDWELL.     Bead  October  27,  1893. 

J  HAVE  ventured  to  bring  the  following  case  before  the 
Clinical  Society,  hoping  that  it  will  be  of  interest ;  for 
although  the  operation  of  gastro-jejunostomy  has  now  been 
performed  a  large  number  of  times,  its  merits  do  not  appear 
to  be  fully  admitted  by  all  physicians.  It  seems  wise,  there- 
fore, to  publish  every  case  where  even  temporary  benefit  has 
been  derived  from  the  operation.  In  my  operation  the  union 
between  the  stomach  and  jejunum  was  effected  by  the  method 
suggested  by  Dr.  Halsted  for  lateral  intestinal  anastomosis ; 
this  method,  I  believe,  is  not  much  followed  in  this  country, 
although  it  is  scarcely  less  simple  and  certainly  more  secure 
than  the  operation  by  Senn's  plates.  Although  the  patient 
died  within  five  weeks  of  the  operation  from  exhaustion,  his 
symptoms  were  completely  relieved,  and  did  not  return.  The 
following  are  my  notes  of  the  case  : 

A  gentleman,  get.  69  years,  came  under  my  care  on 
August  3,  1893.  He  was  a  wiry  but  rather  emaciated  man, 
complaining  of  severe  epigastric  pain.  He  had  enjoyed  good 
health  all  his  life,  but  for  the  last  six  months  he  had  suffered 
from  epigastric  pain,  which  became  much  worse  after  food; 
for  the  last  six  weeks  these  attacks  have  become  very  severe, 
and  the  pain,  which  is  still  much  worse  after  taking  food, 
especially  solids,  is  relieved  by  vomiting.  The  vomiting  is 
very  frequent,  and  nausea  is  constant;  he  is  now  afraid  to 
take  any  food,  except  a  small  quantity  of  liquid.  He  has 
lost  a  considerable  amount  of  flesh,  and  the  pain  at  night 
prevents  him  from  sleeping. 

On  examination  the  abdomen  is  not  distended,  and  there 
is  no  ascites.  The  liver  is  not  enlarged.  There  is  hyper- 
resonance  over  the  left  lumbar  and  umbilical  regions,  showing 
dilatation  of  the  stomach.  Occupying  the  epigastric  region 
in  the  position  of  the  pylorus  is  a  hard  mass,  which  is  slightly 
moveable,  and  extends  upwards  under  the  ribs  and  towards 
the  left  side.  It  is  apparently  about  the  size  of  a  duck's  egg. 
The  abdominal  parietes  are  moveable  over  it,  but  the  super- 
ficial veins  are  considerably  dilated.  The  lungs  and  heart 
are  healthy. 
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The  urine  is  uormal,  and  the  bowels  act  well.  The 
vomited  matter  contains  altered  blood. 

The  nature  of  the  trouble  was  explained  to  the  patient 
and  to  his  wife,  and  gastro-enterostomy  was  suggested  with  a 
view  of  giving  temporary  relief  to  the  pain  and  sickness ;  no 
more  radical  operation  was  suggested  on  account  of  the  size 
of  the  tumour  and  the  age  of  the  patient. 

Nutrient  suppositories  were  given  alternately  with  nutrient 
enemata  every  four  hours,  starting  at  midnight,  August  6  ; 
and  no  food  was  allowed  by  the  mouth  after  that  time. 

On  August  7  the  stomach  was  washed  out  with  boracic 
acid  solution  at  about  11  a.m.,  and  at  1  p.m.  the  operation  was 
performed.  The  patient  was  given  chloroform  and  ether  by 
Mr.  Tyrrell,  to  whom  my  best  thanks  are  due  for  his  care  in 
the  administration ;  Messrs.  Abbott  and  Fisher  kindly 
assisted  me.  An  incision  3  inches  long  was  made  in  the  left 
linea  semilunaris ;  the  abdominal  wall  was  very  thin,  and  there 
was  no  bleeding.  On  opening  the  peritoneum  some  slightly 
turbid  ascitic  fluid  escaped,  and  the  stomach  presented  in 
the  wound ;  the  greater  part  of  the  organ  was  infiltrated 
with  growth,  which  had  apparently  commenced  at  the 
pylorus ;  there  was  also  some  infiltration  of  the  great 
omentum,  and  some  very  large  glands  were  felt. 

The  transverse  colon  and  omentum  were  pushed  over  to 
the  right  side,  and  a  piece  of  small  intestine  hooked  up. 
Some  little  time  was  lost  in  determining  in  which  direction 
this  piece  of  intestine  should  be  followed  in  order  to  reach  the 
jejunum,  but  finally  the  upper  end  of  the  gut  was  reached,  and, 
after  being  brought  out  of  the  wound,  was  slightly  twisted  so 
as  to  ensure  that  the  axis  of  the  portion  of  the  gut,  when 
applied  to  the  stomach,  should  be  in  the  line  of  the  peristaltic 
action.  It  was  emptied  and  held  in  position  outside  the 
abdomen  by  one  of  my  assistants,  without  using  any  kind  of 
clamp ;  a  portion  of  the  anterior  surface  of  the  cardiac  end  of 
the  stomach,  which  was  free  from  disease,  was  also  pulled 
out  of  the  wound,  and  held  in  position  close  to  the  jejunum 
by  the  operator's  left  hand.  Sponges  were  packed  round  the 
parts  so  as  to  shut  off  the  peritoneal  cavity. 

Six  quilt  sutures  were  then  passed  in  a  row  between  the 
jejunum,  half  an  inch  from  its  mesenteric  attachment,  and 
the  anterior  wall  of  the  stomach.  No.  8  straw  needles  had 
been  previously  threaded  with  No.  9  silk,  and  a  separate 
needle  was  used  for  each  suture ;  the  ends  of  each  suture  when 
passed  were  clamped  with  a  pair  of  pressure-forceps.     Great 
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care  was  taken  to  pick  up  and  include  in  each  suture  some 
fibres  of  the  submucous  coat,  as  strongly  recommended  by 
Dr.  Halsted.  Three  sutures  were  then  passed  at  the  ends  of 
this  row  of  sutures,  and  all  twelve  were  then  tied  and  the 
ends  cut  short.  Six  similar  sutures  were  then  inserted  about 
five  eighths  of  an  inch  in  front  of  the  former  row,  and  each 
was  clamped  with  forceps.  An  opening  about  one  inch  long 
was  then  made  into  the  jejunum  and  stomach  between  the 
two  rows  of  sutures.  Some  frothy  mucus  and  blood  escaped 
from  the  stomach,  and  the  growth,  which  appeared  to 
completely  occlude  the  pyloric  orifice,  was  easily  explored  by 
the  finger.  A  point  of  suture  was  used  to  unite  the  mucous 
membranes  of  stomach  and  jejunum  above  and  below,  and 
the  anterior  row  of  quilt  sutures  were  quickly  tied;  some 
boracic  solution  was  allowed  to  flow  over  the  part  while  the 
sutures  were  being  tied.  The  anastomosis  was  now  complete, 
so  was  dropped  back  into  the  abdominal  cavity,  and  the 
incision  in  the  linea  semilunaris  closed  with  silk  sutures. 
The  wound  was  dressed  with  cyanide  gauze  and  wood-wool 
pads.  The  operation  lasted  just  one  hour  (the  actual  anas- 
tomosis only  taking  twenty-five  minutes) ;  the  patient  bore  it 
extremely  well,  there  being  no  shock  at  all, — in  fact,  his  pulse 
was  better  after  than  before  the  operation.  A  sixth  of  a 
grain  of  morphia  was  injected  hypodermically  on  account  of 
some  pain,  and  nothing  was  given  by  the  mouth  except  a 
little  tepid  water. 

August  8. — He  is  very  comfortable,  and  has  not  been 
sick  once  since  the  operation ;  he  is  taking  5ij  of  barley 
water  with  Jss  of  tepid  water  every  hour,  with  either  a  nutrient 
enema  or  suppository  every  four  hours. 

August  9. — The  temperature  is  normal,  but  the  patient 
complained  of  some  pain  after  peptonised  milk,  so  this  was 
discontinued ;  teaspoonf ul  doses  of  Brand's  essence  were 
taken  every  four  hours. 

August  12. — Is  taking  plenty  of  nourishment  by  mouth 
(barley  water,  beef-tea,  and  Brand's  essence).  He  has  had 
no  severe  pain  or  nausea  since  operation. 

August  15. — The  temperature  has  not  been  above  normal 
once  since  the  operation.  The  wound  was  dressed,  and  the 
stitches  removed.  He  is  taking  plenty  of  nourishment,  in- 
cluding custard  pudding,  so  the  nutrient  enemata  and  sup- 
positories were  left  off. 

August  19. — He  seems  very  comfortable,  and  takes  his 
food  and  sleeps  well. 
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The  patient  gained  strength  and  flesh  till  the  end  of  the 
month,  when  he  seemed  to  make  no  further  progress.  I 
allowed  him  to  get  up  on  August  30,  and  he  went  home  on 
September  2.  He  was  not  taking  his  food  very  well,  but 
complained  of  no  pain  or  discomfort  even  after  solids;  he 
was  able  to  sit  up  in  a  chair  and  walk  a  few  steps. 

His  doctor  wrote  to  me  that  the  patient  died  simply  from 
exhaustion  a  week  after  returning  home,  but  that  there  had 
been  absolutely  no  return  of  his  old  symptoms.  When  I  saw 
him  last,  a  month  after  the  operation,  I  found  that  the 
growth  had  increased  in  size  considerably. 

Unfortunately  no  autopsy  was  allowed. 

There  are  several  points  in  this  operation  to  which  I 
wish  to  refer.  A  median  incision  is  generally  recommended, 
but  in  cases  where  the  operator  is  able  to  decide  beforehand 
that  pylorectomy  is  impossible,  an  incision  in  the  left  linea 
semilunaris  seems  to  me  to  be  much  more  convenient. 

In  the  greater  number  of  cases  of  this  operation  the 
jejunum  has  been  attached  to  the  anterior  surface  of  the 
stomach,  but  in  order  to  prevent  regurgitation  into  the 
stomach,  which  may  occur  when  the  patient  lies  on  his  back, 
a  posterior  opening  has  been  recommended  by  Mr.  Bai'ker"^ 
and  several  French  surgeons.t 

In  most  of  the  recorded  cases  the  jejunum  has  been 
dragged  round  the  edge  of  the  great  omentum,  but  several 
cases  have  been  reported  in  which  an  opening  has  been  torn 
in  the  great  omentum  through  which  the  gut  is  dragged; 
this  latter  method  is  supposed  to  prevent  the  liability  to 
obstruction  by  kinking  of  the  jejunum. 

Since  Senn's  cases  have  been  published,  in  nearly  all  the 
recorded  operations  approximation  plates  have  been  used; 
most  of  the  French  surgeons,  however,  still  continue  to  use 
three  rows  of  Lembert's  sutures.  Undoubtedly  the  employ- 
ment of  Senn's  plates  has  shortened  the  operation  very  much 
when  compared  with  the  older  method  of  intestinal  suture, 
but  the  method  suggested  by  Halsted  for  lateral  intestinal 
anastomosis  seems  to  effect  a  more  satisfactory  union  without 
taking  much  longer  in  application.  Dr.  Halsted,J  in  his 
original  paper,  states  that  the  anastomosis  is  easily  completed 
in  ten  minutes ;  indeed,  I,  who  had  never  used  this  mode  of 
suture  before,  easily  effected  the  anastomosis  in  twenty-five 

*  Brit.  Med.  Journ.,  1892,  vol.  i,  p.  61. 

t  M.  Terrier,  Mercredi  Med.,  1892,  p.  636;  M.  Delageniere,  ibid.,  p.  683. 

j  Bulletin  of  Johns  Hopkins  Hospital,  vol.  ii,  No.  10. 
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minutes,  and  I  feel  sure  that  in  a  second  case  I  could  do  it 
in  a  mucli  shorter  time.  The  special  form  of  suture,  namely, 
the  quilt  suture,  has  been  adopted  by  several  surgeons,  but 
the  chief  point  of  Halsted's  method  is  the  inclusion  in  each 
suture  of  some  fibres  of  the  submucous  coat,  for  Dr.  Halsted 
maintains  that  this  coat  is  the  most  resistent  of  all  the 
intestinal  coats,  and  that  sutures  passed  through  only  the 
serous  and  muscular  layers  readily  cut  out.  To  pick  up  the 
fibres  of  the  submucous  coat  without  wotmding  the  mucous 
membrane  may,  at  first  thought,  appear  rather  difficult,  but 
if  a  straight  sewing  or  straw  needle  be  driven  vertically 
thi'ough  the  coats  of  the  bowel  with  the  pulp  of  the  index 
finger,  a  sense  of  resistance  will  be  felt  when  the  sub- 
mucous coat  is  reached  ;  a  few  fibres  of  this  coat  are  easily 
picked  up  by  bringing  the  needle  to  the  horizontal  position 
and  pushing  it  on. 

In  the  anastomosis  by  Senn's  plates  the  sutures  pass 
through  the  coats  of  the  bowel,  so  that  when  silk  sutures  are 
used  these  are  apt  to  remain  free  m  the  opening,  and  so 
occasionally  clog  the  passage.  It  is  interesting  to  note,  too, 
that  the  cases  of  subsequent  closure  of  the  opening  which 
have  been  reported*  have  occurred  after  the  use  of  Senn's 
plates.  In  most  of  the  cases  where  Senn's  plates  have  been 
used  a  row  of  Lembert's  sutures  have  been  added,  so  that 
probably  as  many  sutures  were  used  with  the  plates  as  in  my 
case,  when  only  twenty  sutures  in  all  were  inserted. 

Mr.  Paul,t  of  Liverpool,  has  suggested  a  method  of  pre- 
venting contraction  of  the  opening  by  strangulating  the 
opposed  surfaces  of  stomach  and  jejunum  by  means  of  two 
rings  of  bone  passed  into  stomach  and  gut  by  separate  inci- 
sions and  tied  tightly  together.  Some  Lembert's  sutures 
round  the  inosculation  would  also  be  necessary  as  a  support, 
when  the  opening  has  sloughed.  I  do  not  know  whether  the 
method  has  yet  been  tried  on  a  patient. 

Mr.  Mayo  Robson  J  also  has  recommended  the  employment 
of  a  reel-shaped  bone  tube  which  is  fixed  in  position  by  two 
continuous  sutures. 

I  do  not  think  that  any  other  case  of  gastro-jejunos- 
tomy has  been  done  in  this  country  by  Halsted's  method  of 
sutures,  but  I  find  that  Mr.  Finney, §  of  the  Johns  Hopkins 

*  Reported  by  Stansfield,  Larkins,  and  Hawkins. 

t  Liverpool  Med.-Chir.  Journ.,  July,  1892. 

X  Med.-Chir.  Trans.,  vol.  Ixxv,  p.  407. 

§  Bulletin  of  Johns  Hopkins  Hospital,  May,  1893. 
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Hospital^  has  recorded  a  case  operated  on  in  this  way.  The 
patient  lived  fifteen  days,  and  at  the  autopsy  the  opening  was 
quite  healed  and  patent. 

There  is  a  point  about  which  little  mention  is  made  in  most 
of  the  accounts  of  this  operation — namely,  that  the  loop  of 
gut  should  be  turned  half  round  after  being  picked  up,  so 
that  when  fixed  to  the  stomach,  its  axis  is  in  the  line  of  its 
peristaltic  action.  It  may  be  that  cases  of  regurgitation  and 
of  obstruction  by  kinking  after  gastro-enterostomy  have  been 
due  to  neglect  of  this  point. 

With  regard  to  the  after-treatment  of  these  cases,  it  is 
now  generally  admitted  that  patients  should  be  fed  by  the 
mouth  from  the  day  following  the  operation. 

In  the  following  table  I  have  collected  fifteen  cases  of 
gastro-enterostomy,  performed  in  this  country,  which  have 
been  published  since  or  were  omitted  from  the  table  published 
by  Mr.  Jessett  in  vol.  xxv  of  the  Transactions  of  this  Society. 
In  only  four  of  these  cases  was  the  operation  immediately 
fatal,  giving  a  death-rate  of  a  little  over  26  per  cent. ;  adding 
to  these  the  cases  collected  by  Mr.  Jessett,  the  death-rate 
becomes  28  per  cent.  Of  course  the  cases  in  the  table  are 
only  those  which  have  been  published ;  but  as  surgeons  are 
more  ready  to  publish  successful  cases  than  those  which  ter- 
minate fatally,  it  is  quite  possible  that  the  actual  death-rate 
may  be  higher. 

As  regards  the  ultimate  prognosis  of  such  cases,  it  will  be 
noted  that  four  of  the  cases  (my  own  included)  had  died 
within  two  months  of  the  operation.  These  I  have  put  down 
as  recoveries,  for  the  deaths  can  scarcely  be  attributed  to  the 
operation  ;  indeed,  I  am  quite  certain  that  a  fatal  result  would 
have  occurred  in  my  case  as  soon  without  an  operation,  and  my 
patient  experienced  great  temporary  comfort  without  any  re- 
currence of  his  symptoms. 
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Cases  of  Gastro-enterostomy  in  England. 


Surgeon. 

Where  published. 

No.  of 
cases. 

Died. 

Reco- 
vered 

Remarks. 

Page 

Paul 

Purcell 
Barker 

Allingham 
Renton 

Robson 

Jessett 

Barron 

Atkinson 

Bidwell 

Boy.  Med.-Chir. 
Trans.,  vol.  Ixxii, 

p.  373 
Liverpool  Med.- 
Chir.  Journ., 
vol.  xii,  p.  255 
Lancet,  1892, 
vol.  i,  p.  1238 
Brit.  Med.  Journ., 
1886,  vol.  i,  p.  293; 

1892,  vol.  i,  p.  63; 

1893,  vol.  i,  p.  847 
Clin.  Soc.  Trans., 

April,  1893 

Glasgoio  Med. 

Journ.,  No.  38, 

p.  424 

Boy.  Med.-Chir. 
Trans.,  vol.  Ixxv, 

p.  407 

Clin.  Soc.  Trans., 

vol.  XXV,  p.  105 

Lancet,  1891, 

vol.  i,  p.  18 

Brit.  Med.  Journ., 

1890,  vol.  ii,  p.  982 

1 

1 

1 
3 

1 
2 

1 

2 
1 
1 
1 

1 

1 

1 
1 

1 

1 

1 
2 

1 
2 

*1 

1 
1 

Died  72  days  later  from  diar- 
rhoea.    Ileum  opened. 

Alive  1  month  after  operation, 
but  symptoms  suggested  clo- 
sure of  opening. 

Died  1  month  later. 

One  died  53  weeks  after  opera- 
tion, the  other  6  weeks  after 

operation. 

Died  5  months  after  operation 
from  pneumonia. 

One  died  6  months  later,  ?  clo- 
sure of  opening;  the  other 
alive  2  months  after  opera- 
tion, not  cancer. 

For  obstruction  after  pylorec- 
tomy. 

*Pylorectomy  at  the  same  time. 

Died  5  weeks   later  from  ex- 
haustion. 

Total 

.     15 

4 

11 

J  Giving  a  death-rate  of  a  little 
\      over  26  per  cent. 

Cases 
collected  by 
Mr.  Jessett 

Clin.  Soc.  Trans., 
vol.  XXV,  p.  105 

17 
32 

5 

12 

Total 

. 

9 

23 

J  Corresponding  to  a  death-rate 
\     of  28i  per  cent. 

VOL.   XXVII. 
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IV. — Case  of  Disease  of  the  Corpora  Quadrigemina. 
By  Frederick  Taylor,  M.D.  Bead  November  10, 
1893. 

HENRY  B.,  set.  4  years,  was  admitted  under  my  care  into 
the  Evelina  Hospital  on  March  5,  1891. 

The  child  was  the  eig'hth  of  ten  or  eleven  children,  of 
whom  two  were  born  dead,  and  one,  aged  sixteen,  is  said  to 
have  died  of  consumption. 

He  had  measles  at  two  years  of  age,  and  whooping-cough 
at  three.  He  has  had  no  other  illnesses,  but  has  always  been 
weakly,  taking  cold  very  easily.  He  was  weaned  at  eighteen 
months  old.  There  is  no  history  of  syphilis  in  his  family  nor 
of  the  congenital  disease  in  his  own  person. 

Four  months  before  admission  he  seemed  to  be  ill,  would 
not  eat,  and  his  eyelids  began  to  droop ;  both  were  equally 
affected.  He  continued  quite  sensible,  and  had  no  pain  in 
the  head,  but  since  that  time  he  has  gradually  "  lost  his 
strength."  Until  recently  he  continued  to  play  about  with 
other  children,  but  fourteen  days  ago  he  was  first  noticed  to 
stagger  while  walking  in  the  garden  ;  and  the  staggering  has 
increased,  so  that  he  has  been  unable  to  stand  or  walk 
without  support,  and  has  crawled  when  left  to  himself. 

The  drooping  of  the  eyelids  has  been  worse  the  last 
fourteen  days ;  for  four  days  there  has  been  pronounced 
inco-ordination,  and  the  last  two  days  he  has  been  "  unable 
to  find  his  mouth  with  his  spoon."  He  has  appeared  to  see 
well ;  his  speech  has  never  been  affected  ;  he  has  never  com- 
plained of  any  headache,  and  has  eaten  and  slept  well. 

Present  condition. — He  is  a  faii-ly  well-nourished,  pale  child, 
with  slight  beading  of  the  ribs,  and  thickening  of  the  wrists. 
Some  glands  under  the  jaw  are  enlarged.  He  has  no  head- 
ache, but  cries  out  loudly  at  times.  He  is  drowsy,  but 
sensible  ;  he  speaks  correctly,  but  very  slowly.  His  gait  is 
markedl}'-  ataxic ;  the  feet  are  lifted  well  off  the  ground, 
thrown  forwards,  and  brought  suddenly  to  the  ground,  heels 
first.  On  attempting  to  stand,  the  legs  are  widely  separated, 
and  he  stands  alternately  on  the  heels  and  the  toes,  oscil- 
lating thus  backwards  and  forwards.  The  legs  seem  equally 
affected.     He  is  unable  to  touch  the  tip  of  the  nose  accurately 
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with  the  point  of  his  finger,  or  bring  the  tips  of  his  fore- 
fingers together.  There  are  marked  oscillations  of  the  head 
and  neck  in  an  antero-posterior  direction.  There  appears  to 
be  no  anesthesia.  The  superficial  reflexes  are  less  marked 
on  the  left  side  than  on  the  right ;  the  knee-jerk  is  less  on 
the  right  side,  not  exaggerated  on  the  left ;  there  is  no 
ankle- clonus. 

There  is  a  nearly  complete  double  ophthalmoplegia  in- 
cluding double  ptosis,  more  marked  on  the  right  side,  and 
paralysis  on  both  sides  of  the  superior,  inferior,  and  internal 
recti,  and,  as  far  as  could  be  judged,  of  the  superior  and 
inferior  oblique.  There  is  some  lateral  nystagmus.  The 
right  pupil  was  dilated,  reacting  slightly  to  light  but  not  to 
attempted  accommodation  ;  the  left  pnpil  was  less  dilated, 
also  reacting  to  light  but  not  to  attempted  accommodation. 
There  is  no  loss  of  sensation  in  either  eyeball.  The  child 
could  undoubtedly  see,  but  no  accurate  record  of  his  power 
of  vision  was  made.  With  the  ophthalmoscope  it  was  seen 
that  both  discs  were  clear ;  there  was  no  neuritis  and  no 
choroiditis. 

The  heart,  lungs,  liver,  spleen,  and  urine  were  normal. 
The  pulse  was  112,  temp.  97-6°. 

A  few  days  later  it  is  noted  that  his  tongue  is  protruded 
evenly,  and  that  there  is  no  deviation  of  the  soft  palate; 
the  lines  on  the  right  side  of  the  face  are  more  marked  than 
on  the  left. 

On  March  11,  though  not  spontaneously  complaining  of 
pain,  he  said,  when  asked,  that  he  had  pain,  pointing  to  the 
posterior  parietal  region,  and  he  cried  out  occasionally  as  if 
unconsciously.  On  March  1 7  it  was  thought  that  there 
was  a  little  action  of  the  internal  recti.  The  ptosis  became 
more  marked,  and  he  used  to  open  his  eyes  with  his  fingers. 
Towards  the  end  of  the  month  he  became  very  drowsy,  and 
used  to  sleep  all  day.  He  did  not  speak  so  well,  but  he 
understood  what  was  said  to  him.  On  April  4  he  was  semi- 
conscious, his  ai'ms  and  legs  fell  flaccid  when  lifted  from  the 
bed,  he  swallowed  with  difficulty,  and  his  excretions  were 
passed  in  bed. 

By  April  11  his  pulse  was  weak  and  irregular,  and  there 
was  slight  Cheyne-Stokes'  respiration.  He  was  unable  to 
swallow,  and  had  to  be  fed  by  the  nasal  tube.  On  the  16th 
the  right  arm  was  flaccid,  the  left  more  rigid;  both  legs 
wei'e  flaccid.  His  motions  and  urine  were  passed  uncon- 
sciously, and  he  had  profuse  sweating. 
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April  19. — He  lies  perfectly  unconscious.  His  conjunctivas 
are  suffused  and  discharging.  There  is  a  little  discharge 
from  the  left  ear.  Both  pupils  are  dilated,  especially  the 
right.  Nystagmus  is  present  on  the  left  side.  The  super- 
ficial reflexes  are  brisk  on  both  sides,  the  deep  are  absent. 
Rhonchi  were  heard  over  both  lungs.     He  is  losing  flesh. 

From  this  time  he  gradually  got  worse ;  he  was  uncon- 
scious, with  marked  Cheyne- Stokes' breathing.  The  muscles 
of  all  the  limbs  were  flaccid,  but  the  face  and  hands  twitched 
occasionally.  Eespiration  became  more  shallow,  hurried,  and 
irregular  ;  the  pulse  was  weak  ;  cyanosis  increased.  The  child 
died  on  May  2.  The  duration  of  his  illness  was  therefore 
about  six  months. 

The  temperature  was  subnormal  until  March  30,  from 
which  date  in  the  evening  it  was  as  much  as  99°  or  100°, 
and  on  two  or  three  occasions  102°,  but  the  morning  record 
was  mostly  98°.  Two  hours  before  his  death  the  temperature 
was  106-2°. 

Unfortunately  the  death  took  place  on  Saturday,  and  the 
autopsy  was  not  made  until  Monday  afternoon,  more  than  forty 
hours  after  death.  The  brain  was  then  so  soft  that  it  was 
most  difficult  to  ascertain  the  exact  condition  of  the  organ. 
After  a  general  idea  had  been  obtained  of  the  localisation  of 
the  disease,  the  brain  was  put  into  spirit,  with  the  view  of 
hardening  it  throughout,  and  then  making  sections  to  show 
the  distribution  of  the  disease  in  more  detail ;  but  we  were  not 
successful  in  preventing  the  parts  falling  away  from  another, 
and  the  account  I  shall  have  to  give  of  the  morbid  anatomy 
of  this  case  is  therefore  not  so  satisfactory  as  I  should  like. 

Two  facts  of  the  greatest  interest  in  relation  to  the  sym- 
ptoms were,  however,  quite  clear  :  one  that  the  corpora  quad- 
rigemina were  the  seat  of  extensive  disease ;  and  the  second, 
that  the  cerebellum  was  perfectly  healthy. 

On  superficial  examination,  the  brain  showed  some  flatten- 
ing of  the  surface,  and  bulging  of  the  hemispheres  at  the 
sides.  At  the  base  the  crura  cerebri  appeared  to  be  of  great 
breadth,  with  their  inner  borders  meeting  in  the  middle 
line  ;  but  on  either  side  of  the  middle  line,  for  a  width  of  more 
than  half  an  inch,  the  tissue  was  reddish  grey,  translucent,  and 
gelatinous ;  so  that  this  looked  like  a  morbid  transformation 
by  tumour,  or  degeneration,  of  the  much  swollen  crura  cerebri, 
covering  over  and  concealing  the  posterior  perforated  space. 
The  corpora  albicantia  were  visible  in  their  normal  position,  but 
the   third   nerves   were  lost   or  torn  away  from  their  cere- 
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bral  attachments.  On  removing  the  hemispheres  and  viewing 
the  corpora  quadrigemina  from  above,  these  bodies  were  seen 
to  be  much  flattened,  broader  and  more  extensive  than  the 
normal,  grey  in  colour,  and  gelatinous  in  appearance.  There 
could  be  little  doubt  that  this  grey  tissue  was  continuous  with 
the  grey  substance  on  the  inner  side  of  the  crura,  but  no  attempt 
was  then  made  by  section  to  show  this,  for  fear  of  losing  the  re- 
lation of  the  parts  altogether.  The  optic  chiasma  was  normal. 
The  medulla  oblongata  seemed  to  be  perfectly  healthy ;  the 
cerebellum  was  quite  normal ;  the  spinal  cord  was  unfortu- 
nately not  examined.  In  the  right  orbit  all  the  muscles  sup- 
plied by  the  third  nerve  were  atrophied,  and  the  nerve  and  its 
branches  could  not  be  found.  In  the  left  orbit  the  nerves 
and  their  branches  were  present,  and  the  muscles  were  fairly 
healthy. 

Of  the  other  viscera,  the  left  lung  presented  adhesions  all 
over;  and  a  few  tubercles  were  present  in  the  lungs,  liver, 
kidneys,  and  spleen.  The  posterior  parts  of  the  lungs  were 
congested,  and  the  anterior  edges  emphysematous. 

I  regret  that  the  minute  examination  of  the  parts  both  by 
naked-eye  sections  and  by  the  microscope  has  been  most 
unsatisfactory. 

The  specimen  was  placed  in  Miiller's  solution  to  be 
hardened,  but  came  out  in  such  a  friable  condition  that  it  was 
extremely  difficult  to  get  good  sections  for  the  microscope. 
Mr.  A.  H.  Cheatle  was  good  enough  to  spend  much  time  over 
it,  and  he  obtained  a  few  sections  which  showed  a  rather  large 
structure  of  cells,  from  which,  and  from  its  appearance  it  may 
be  inferred  that  the  change  was  glio-sarcomatous.  But  my 
efforts  to  ascertain  accurately  in  the  hardened  specimen  the 
exact  distribution  of  the  lesion  as  between  the  corpora 
quadrigemina  and  the  basal  portion  of  the  brain  were  fruit- 
less. 

Only  a  little  while  before  this  case  came  under  my  care  at 
the  Evelina  Hospital,  I  was  reading  in  Brain*  a  paper  by 
Nothnagel  on  the  diagnosis  of  diseases  of  the  corpora  quadri- 
gemina, and  I  was  led  thereby  at  once  to  make  the  diagnosis 
as  to  the  localisation  of  the  disease,  which,  I  think  it  will  be 
allowed,  has  proved  correct.  Nothnagel^s  concluding  words 
are  these  : — "  In  a  given  case  in  which  the  signs  point  to  the 
existence  of  a  cerebral  tumour  there  are  grounds  for  localising 
it  in  the  corpora  quadrigemina,  or  in  the  region  of  the  corpora 
quadrigemina,  if  the  following  symptoms  be  present : — (a)  An 
*  Vol.  xii,  p.  31,  July,  1889. 
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unsteady  reeling  gait^  especially  if  this  appear  as  the  first 
symptom.  (6)  Associated  with  this  gait  ophthalmoplegia 
existing  in  both  eyes,  but  not  quite  symmetrically,  nor 
implicating  all  the  muscles  in  equal  degree." 

From  various  recorded  cases  (by  himself,  by  Bristowe, 
Ferrier,  Fischer,  Gowers,  and  others),  he  comes  to  the  con- 
clusion that  "  unsteady  gait  is  a  constant  symptom  in  disease 
of  the  whole  quadrigeminal  mass  "  (p.  29).  He  then  discusses 
the  question  whether  the  ataxy  is  caused  solely  by  the 
implication  of  the  corpora  quadrigemina,  or  by  the  pressure 
on  the  cerebellum  and  fourth  ventricle,  which  has  in  some 
cases  co-existed ;  and  his  decision  is  that  the  disease  of  the 
former  bodies  is  of  itself  sufficient  to  produce  inco-ordination 
and  reeling  gait ;  that  the  diagnostic  value  of  the  symptom, 
which  of  course  is  not  pathognomonic,  is  increased  by  its 
appearance  early  in  the  case ;  and  that  this  is  further 
strengthened  or  confirmed  by  the  "  appeai-ance  of  paralysis 
or  paresis  in  the  territory  of  the  ocular  nerves,  especially  of 
the  nervus  oculo-motorius."  Such  paralysis  is  ascribed  by 
him  to  the  simultaneous  lesion  of  the  nuclei  of  the  oculo-motor 
nerves,  which  lie  beneath  the  aqueductus  Sylvii,  and  there- 
fore in  such  close  proximity  to  the  corpora  quadrigemina  that 
they  are  extremely  likely  to  be  involved,  either  by  com- 
pression or  extension,  in  any  lesion  of  the  last-named 
bodies. 

I  bring  forward  my  own  case  this  evening  as  being  for 
the  most  part,  if  not  entirely,  in  accordance  with,  and 
therefore  as  confirming,  Nothnagel's  statement.  The  chief 
clinical  symptoms  were  ataxy  and  a  vei-y  pronounced 
ophthalmoplegia.  The  corpora  quadrigemina  were  exten- 
sively diseased,  as  well  as  the  inuer  portions  of  the  crura 
cerebri,  so  that  it  may  be  fairly  inferred  that  the  nuclei  of 
the  third  nerves  were  also  involved.  On  the  other  hand,  the 
cerebellum,  which  we  know  to  be  su  often  the  seat  of  disease 
when  ataxia  results  from  intra-cranial  losious,  was  perfectly 
healthy. 

It  will  be  observed  that  Nothnagel  makes  certain 
restrictions  as  to  the  order  of  appearance  of  the  symptoms 
and  the  extent  of  the  ophthalmoplegia  ;  namely,  that  the 
ataxia  must  appear  first,  and  that  the  ocular  pai-alysis  must 
be  asymmetrical.  The  object  of  the  first  is  to  anticipate  the 
argument  that  in  a  given  case  the  ataxy  may  be  due  to  a 
secondary  hydrocephalus ;  the  second  is  formulated  because, 
according  to  Nothnagel,  the  paralyses   are  generally  more 
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unsymmetrical    and   iucoinplete    than   they    are    in    cases  of 
primary  atropli}'  of  the  nuclei  of  the  nerves. 

These  conditions  were  not  strictly  fulfilled  in  my  case;  at 
any  rate,  the  drooping  of  the  eyelids  was  noticed  first,  and 
the  ocular  paralyses  were  very  general  and  very  pronounced 
at  the  time  that  the  patient  came  under  observation. 
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V. — Trcmmatic  Arachnoid  Hsemorrhage,  with  symjitoms 
on  the  same  side  as  the  lesion.  By  C.  Mansell 
MouLLiN.     Bead  November  10,  1893. 

TC,  a  stevedore,  43  years  of  age,  was  admitted  comatose 
•  into  the  London  Hospital  on  May  30,  1893.  While 
at  work  on  a  barge  at  10  o'clock  in  the  morning,  he  received 
a  violent  blow  on  the  right  side  of  his  head  from  the  hook  of 
a  crane  which  suddenly  swung  round.  He  was  not  stunned, 
and  kept  on  at  work  until  about  1  p.m.,  when  he  began  to  feel 
faint,  and  quickly  became  insensible. 

On  admission  he  was  comatose,  but  not  absolutely  devoid 
of  feeling.  The  only  sign  of  injuiy  was  a  h^ematoma  over 
the  right  parietal  eminence.  The  breathing  was  deep  and 
noisy  ;  the  pulse  70,  regular  and  full ;  the  temperature  99°. 
The  lips  in  expiration  separated  more  widely  upon  the  right 
than  the  left  side ;  the  face  was  slightly  drawn  to  the  left,  and 
the  facial  muscles  when  stimulated  contracted  much  more 
strongly  upon  the  left  side  than  upon  the  right.  The  pupils, 
when  the  lids  were  lifted,  were  evenly  contracted ;  after  ex- 
posure, the  right  dilated  more  than  the  left ;  both  reacted 
very  sluggishly  to  light.  The  muscles  of  the  right  arm  and 
leg  were  rigid,  especially  those  of  the  thigh  and  arm,  and 
the  patient  could  not  be  made  to  move  the  right  arm.  The 
left  arm  and  leg,  if  pinched  or  pricked,  were  withdrawn  at 
once,  though  slowly. 

The  symptoms  taken  together  pointed  to  intra-cranial 
hsemorrhage,  and  as  the  muscular  rigidity  was  more  evident 
and  extended  over  a  wider  area  than  the  paral^^sis,  the  ex- 
travasation was  probably  in  the  region  of  the  cortex.  The 
difficulty  was  that  the  paralysis  and  the  injury  were  upon  the 
same  side  of  the  body,  and  that  the  accident  was  not  of  a 
kind  that  would  cause  contusion  of  the  brain  by  contre-coup. 
It  was  thought,  however,  that  there  might  be  a  fissured  frac- 
ture starting  from  the  seat  of  injury,  running  round  the  skull, 
and  involving  the  opposite  meningeal  artery ;  and  accordingly 
the  patient  was  anaesthetised,  a  semicircular  flap  of  scalp 
turned  down  from  over  the  seat  of  injury,  and  the  bone  care- 
fully examined,  but  nothing  of  the  nature  of  a  fissure  could 
be  found. 
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The  next  day  there  was  slight  improvement ;  towards 
evening  consciousness  revived  sufficiently  for  him  to  recognise 
his  wife;  swallowing  became  more  easy,  and  there  was  no 
increase  in  the  paralysis  though  the  urine  and  faeces  were 
passed  unconsciously.  During  the  two  or  three  days  follow- 
ing there  was  no  material  change,  the  patient  spent  most  of 
his  time  asleep,  and  when  awake  was  only  half  conscious ; 
the  facial  paralysis  was  a  little  less  marked,  but,  on  the  other 
hand,  when  he  was  roused  the  loss  of  power  over  the  right 
arm  and  leg  was  almost  complete.  Then  delirium  set  in  at 
night,  coming  on  at  intervals  with  periods  of  partial  con- 
sciousness ;  and  on  June  7,  eight  days  after  the  accident,  he 
became  very  drowsy  in  the  course  of  the  afternoon.  On  that 
day  it  was  noticed  that  he  could  not  be  made  to  use  his  right 
arm  or  leg  at  all,  and  that  the  rigidity  was  much  less  distinct — 
in  fact,  scarcely  noticeable.  There  was  ptosis  of  the  right 
eyelid  with  decreased  resistance  to  opening.  The  right 
pupil  was  very  slightly  larger  than  the  left,  and  both  were 
very  sluggish.  The  left  nostril  moved  with  respiration,  the 
right  was  still.  The  mouth  was  nob  drawn  over  to  either 
side,  but  opened  more  widely  upon  the  left  than  the  right. 
The  tongue  when  protruded  deviated  uniformly  to  the  right. 
Both  knee-jerks  were  present  and  excessive ;  there  was  slight 
ankle-clonus  on  the  right  side,  and  the  plantar  reflexes  were 
well  marked. 

The  next  day,  as  the  fits  of  drowsiness  were  becoming 
longer  and  deeper,  and  the  breathing  more  and  more  stertor- 
ous, it  was  determined  to  explore  the  cranium  upon  the  left 
side  opposite  to  the  seat  of  injury.  Accordingly  the  patient 
was  anaesthetised  and  a  semicircular  incision  made  from  about 
half  an  inch  above  the  external  angular  process  to  an  inch 
above  the  mastoid  down  to  the  bone,  and  a  circle  of  bone  re- 
moved from  over  the  fissure  of  Rolando,  just  below  the  bend. 
On  the  dura  mater  being  exposed,  its  colour  appeared  normal, 
and  it  did  not  bulge  up  into  the  wound.  When  it  was  incised,  in 
doing  which  a  rather  large  vein  was  pricked  and  had  to  be  tied, 
the  brain  bulged  up  at  once  and  began  to  pulsate,  but  as  there 
was  no  sign  of  bruising  or  of  extravasation,  the  circle  of  bone 
was  replaced  and  the  wound  sutured.  The  patient  died  twenty- 
four  hours  afterwards,  the  pulse  becoming  more  and  more 
rapid,  the  breathing  very  quick  and  noisy,  and  the  tempera- 
ture, which  had  been  normal  until  the  evening  before,  running 
up  to  109°. 

At  the  post-mortem  examination  the   skull  was  carefully 
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examiued,  and  no  trace  of  a  fracture  or  fissure  could  be 
detected.  There  was  no  extravasation  between  the  dura 
mater  and  the  bone,  but  under  the  dura  on  the  right  side, 
between  it  and  the  arachnoid,  was  a  large  black  clot  covering 
the  greater  portion  of  that  hemisphere.  It  was  nearly  three 
quarters  of  an  inch  thick  over  the  lower  end  of  the  fissure  of 
Rolando,  and  from  there  gradually  thinned  off  in  all  directions, 
but  it  reached  nearly  to  the  falx  above,  on  to  the  occipital 
lobe  behind,  and  to  the  clinoid  processes  below.  It  did  not 
extend  beneath  the  tentorium  nor  to  the  opposite  side.  A 
gentle  stream  of  water  washed  it  cleanly  off  the  surface  of  the 
arachnoid,  leaving  this  intact  and  the  brain  deeply  cupped 
but  otherwise  uninjured.  The  actual  spot  from  which  the 
haemorrhage  came  was  not  made  out,  but  as  the  clot  was  firmly 
adherent  to  the  dura  mater  over  the  course  of  the  posterior 
division  of  the  middle  meningeal  artery,  so  that  it  could  not 
be  separated  from  it  without  tearing  it  aAvay,  in  all  probability 
it  came  from  there.  It  certainly  did  not  come  from  the 
sinuses.  Both  sides  of  the  brain  were  carefully  examined  by 
horizontal  and  then  transverse  slicing,  down  to  the  medulla. 
The  vein  that  had  been  tied  the  day  before  marked  the 
trephine  opening ;  but  neither  under  this,  nor  in  the  deeper 
part  of  the  brain,  was  there  the  smallest  trace  of  contusion  or 
extravasation  to  be  found. 

The  chief  points  of  interest  in  this  case  are  the  way  in 
which  the  haemorrhage  was  occasioned  and  the  fact  that  the 
whole  of  the  symptoms  were  on  the  same  side  as  the  injury. 
Though  the  actual  rupture  was  not  found,  there  can,  I  think, 
be  no  doubt  that  the  blood  came  from  one  of  the  smaller 
branches  of  the  middle  meningeal  artery,  immediately  under 
the  spot  upon  which  the  blow  was  received.  The  extent  of 
the  haemorrhage,  which  was  much  more  considerable  than  that 
which  usually  takes  place  when  the  main  trunk  gives  way  at 
the  angle  of  the  parietal  bone,  is  accounted  for  by  the  fact 
that  there  was  less  resistance  than  when  the  dura  mater  has 
to  be  detached  from  the  bone.  The  artery  itself  appeared 
healthy,  not  unusually  tortuous  or  dilated,  and  there  was  no 
degree  of  atheroma  in  the  other  arteries  that  were  examined. 
The  whole  of  the  symptoms  occurred  on  the  same  side  as  the 
injury;  there  was  never  any  suspicion  of  spasm  or  paralysis 
on  the  opposite  side  ;  in  other  respects  they  were  exactly 
what  might  have  been  expected  from  such  a  lesion.  The  de- 
cussation of  the  pyramids  was  unhappily  overlooked;  it 
may  not  have  been  present ;  such  cases  have  been  recorded, 
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though  I  believe  in  nearly  all  of  them  the  decussation  has 
taken  place,  although  at  a  lower  level.  This,  however,  does 
not  affect  the  clinical  fact,  which  has  been  noted  on  a  good 
many  other  occasions,  that  the  brain  lesion  and  the  symptoms 
may  occur  on  the  same  side  of  the  bod}^ ;  and  that  therefore, 
when  the  symptoms  of  local  compression  are  well  marked,  it 
is  thoroughly  justifiable,  if  nothing  is  found  upon  the  usual 
side,  to  explore  the  corresponding  region  on  the  other  one. 
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VI. — Case  of  Syphilitic  Tumours  of  the  Spinal  Cord 
with  symptoms  simulating  Syringom,)/elia.  By 
0.  E.  Bbevoe,  M.D.     Bead  November  10,  1893. 

PETER  S.,  aet.  50,  gardener,  married,  was  admitted  into  the 
NationaJ  Hospital  for  Paralysed  and  Epileptic,  Queen 
Square,  on  September  5,  1892.  He  had  served  in  India  as 
a  soldier,  and  had  dysentery  followed  by  liver  complaint  and 
typhus.  He  has  had  gonorrhoea  but  not  syphilis,  and  has 
always  been  temperate.     Family  history  was  good. 

The  history,  as  taken  by  Dr.  Bowman,  the  house 
physician,  was  as  follows  : — Up  to  July  1,  two  months 
previous  to  his  admission,  the  patient  was  in  his  usual  health, 
when  two  days  after  cleaniug  out  some  flooded  rooms  and 
getting  very  wet,  he  noticed  the  left  leg  beginning  to  drag 
and  feel  weak  ;  at  the  same  time  he  had  numbness  of  the 
right  knee.  Within  a  few  hours  the  left  arm  was  noticed  to 
be  weak.  The  next  day  he  took  to  his  bed.  The  left  arm 
began  to  waste  a  week  after  the  onset,  and  it  and  the  left 
leg  have  become  gradually  weaker.  He  had  no  pain  till  a 
week  after  the  onset,  when  it  came  on  in  the  left  shoulder, 
elbow,  and  wrist,  and  he  also  had  numbness  of  the  left 
thumb  and  the  radial  border  of  wrist  and  forearm.  The 
numbness  of  the  right  knee  spread  up  to  the  groin  fourteen 
days  before  admission,  and  subsequently  up  to  the  level  of  the 
right  nipple.     No  trouble  with  the  bladder  and  rectum. 

On  admission  the  movements  of  the  muscles  of  the  eyes 
and  face  were  normal,  the  pupils  were  unequal,  the  right 
being  larger  than  the  left,  but  both  reacted  to  light  and 
to  accommodation. 

The  upper  limbs  were  wasted,  but  especially  the  left. 
He  could  perform  all  movements  with  the  right  upper  limb, 
though  with  diminished  force.  In  the  left  upper  limb  there 
was  very  great  wasting  of  the  upper  half  of  the  pectoralis 
major,  the  serratus  magnus,  the  supinator  longus,  the  muscles 
of  the  forearm,  and  the  intrinsic  muscles  of  the  hand  ;  and  all 
the  other  muscles  of  the  upper  limb  were  wasted,  but  to  a  less 
degree.  With  regard  to  movements,  he  could  just  raise  the 
arm  to  the  horizontal  position,  but  no  further ;  he  could  flex 
the  elbow  better   than  he  could  extend  it ;  extension  and 
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flexion  of  the  wrist  and  fingers  were  almost  absent ;  the 
movements  of  the  thumb  were  limited  to  slight  abduction 
and  adduction,  and  he  could  only  just  separate  the  fingers. 

The  muscles  of  the  neck  were  wasted,  but  the  movements 
of  flexion  and  extension  could  be  performed,  though  with 
much  diminished  power. 

The  erector  spin«  acted  well,  and  he  could  just  raise 
himself  up  in  bed  by  the  recti  abdominis  with  slight  assist- 
ance. 

In  the  lower  limbs  there  was  some  general  wasting,  but  no 
difference  between  the  two  sides.  He  was  able  to  walk  with 
assistance,  dragging  the  left  leg.  He  could  perform  all 
movements  with  the  right  leg,  and  with  good  power.  On  the 
left  side  flexion  and  extension  of  the  hip  and  knee  were  very 
feeble,  and  he  could  only  just  raise  the  heel  off  the  bed ; 
there  was  also  only  very  slight  movement  in  the  ankle 
and  toes. 

Pain. — A  constant  ''rheumatic"  pain  was  complained  of; 
as  shown  in  the  diagram  (Fig.  1),  it  was  felt  chiefly  in  the  back 
between  the  third  and  fifth  dorsal  spines,  spreading  towards 
the  right  shoulder,  over  the  whole  of  the  left  scapula  and 
the  left  shoulder,  and  down  the  outer  half  of  the  left  arm, 
the  radial  border  of  the  forearm,  and  involving  the  whole 
of  the  left  thumb. 

Tactile  sensation  was  normal  everywhere. 

Sensation  for  pain^Fig.  2) .  There  was  complete  loss  of  sen- 
sation to  the  painful  impressions  of  a  pin-prick  over  the  whole 
of  the  right  leg  and  the  right  half  of  trunk,  front  and  back, 
sharply  defined  by  the  middle  line,  and  extending  upwards  in 
front  to  the  level  of  the  nipple  and  the  fourth  rib,  and  along 
a  horizontal  line  round  the  axilla  to  the  fifth  dorsal  spine 
behind ;  at  this  upper  line  there  was  an  area  in  which  the 
analgesia  was  not  constant.  Over  the  genitalia  the  analgesia 
was  confined  to  the  left  side,  though  it  was  not  very  definite 
over  the  glans  penis.  Over  all  this  analgesic  area  a  very 
slight  touch  was  described  as  numbed,  but  there  was  no  loss 
of  perception. 

On  the  left  side,  on  the  radial  border  just  above  the  thumb 
there  was  slight  blunting  to  a  pin-point,  but  no  tactile  anoBs- 
thesia  anywhere  on  this  side. 

Sensation  for  heat  (Fig.  4)  was  absent  over  the  whole  of  the 
right  side  corresponding  to  the  area  loss  of  pain,  except  that 
the  zone  of  uncertainty  was  larger  and  extended  from  the  um- 
bilicus to  the  fourth  rib ;   also  in  the  foot  he  usually  called 
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everything  warm.      On  the  left  arm,  over  the  area  on  the 
radial  border  heat-sensation  was  lost. 

The  sensation  for  cold  (Fig.  4)  was  lost  over  the  same  area 
as  for  painful  impressions,  only  that  it  extended  higher,  up 
to  the  third  rib  in  front,  and  to  the  scapular  spine  behind 
(see  diagrams). 

Fiff.  1. — Area  of  subjective  paiu. 


Tactile  localisation  and  the  sense  of  position  were  always 
correct. 

The  deep  reflexes  were  increased,  but  the  elbow-jerk  and 
the  knee-jerk  were  much  more  on  the  left  than  the  right,  and 
left  ankle- clonus  and  rectus-clonus  were  present. 

The  superficial  reflexes  were  present  and  equal  on  either 
side. 

No  curvature  of  spine,  and  no  pain  or  tenderness  except 
over  the  third  and  fifth  dorsal  spines. 

No  other  physical  signs  or  symptoms. 

On  September  14  patient  complained  of  diplopia  occurring 
occasionally.  He  gradually  became  worse,  and  on  September 
24  he  was  unable  to  turn  himself  in  bed.     The  pain  in  the 
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Fig.  2.— Area  (sluided)  of  loss  to  painful  stimuli. 
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Fig.  4. — Area  of  loss  to  cold  impressions. 


Fig.  5. — Subsequent  area  of  loss  to  impressions  of  pain  and  temperature. 
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left  arm  increased  and  spread  to  the  other  fingers  and  the 
back  of  the  arm^  and  also  down  the  right  arm  from  the 
shoulder  to  the  wrist. 

All  the  muscles  of  the  left  arm  except  the  deltoid  and 
biceps  had  wasted  very  much,  and  all  movements  were  lost 
except  slight  flexion  of  elbow  and  abduction  of  shoulder. 

The  right  arm  was  also  more  wasted,  and  movements  of 
the  fingers,  thumb,  and  wrist  were  very  feeble,  and  extension 
of  elbow  and  adduction  of  shoulder  were  almost  absent. 

He  could  not  raise  the  body  into  the  sitting  posture,  and 
could  hardly  raise  the  head  off  the  pillow. 

The  sphincters  were  now  affected  with  dribbling  incon- 
tinence of  urine  and  some  loss  of  rectal  control. 

Sensation. — The  loss  to  pain  and  temperature  had  spread 
upwards  to  the  right  upper  limb,  and  there  was  blunting  to  pain 
and  temperature  along  the  right  ulnar  border  of  the  forearm, 
the  back  of  wrist,  and  the  dorsum  of  all  the  fingers  (Fig.  5). 

The  respiratory  movements  were  noticed  to  be  less  on  the 
left  side  of  thorax.  Marked  fibrillar  tremors  were  seen  in  the 
deltoids  and  pectorals,  and  their  irritability  to  percussion  was 
increased. 

Electrical  reactions. — Right  upper  limb  :  all  the  muscles  re- 
acted to  faradisation,  the  intrinsic  muscles  of  the  hand  requir- 
ing a  stronger  current,  but  all  gave  a  reaction  with  the  constant 
current  without  the  reaction  of  degeneration.  On  the  left 
side  there  was  no  response  to  faradisation  in  the  flexor  brevis 
pollicis,  interossei  and  hypothenar  group,  while  the  opponens 
and  abductor  pollicis,  the  supinator  longus  and  triceps  only 
reacted  to  strong  currents  ;  there  was  no  reaction  to  galvanism 
in  the  muscles  which  did  not  react  to  faradism,  but  the  other 
muscles  did  not  show  any  definite  reaction  of  degeneration. 

The  reaction  of  the  muscles  of  both  lower  limbs  was  normal. 

On  September  28  paralysis  of  the  right  sixth  nerve  was 
noticed. 

On  October  12  he  was  much  improved  in  the  sensation  of 
the  right  arm,  and  the  area  of  analgesia  retracted  to  the  con- 
dition previously  obsei'ved,  viz.  to  the  ulnar  border  of  the 
forearm  and  the  back  of  the  hand;  also  in  the  right  side  of 
the  trunk  and  leg  he  could  appreciate  pin-pricks,  also  on 
the  inner  aspect  of  the  thigh,  but  not  on  the  foot  and  on 
the  outer  side  of  the  thigh. 

Incontinence  of  urine  became  better,  and  the  pain  in  the 
arms  was  less  severe,  but  a  bedsore  had  formed  on  the  inner 
condyle  of  the  left  humerus. 
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On  October  27  lie  was  worse  again  and  became  delirious 
at  night.  Internal  strabismus  of  the  right  eye  was  very 
marked.     Ankle-clonus  was  observed  on  the  right  side. 

On  November  2  he  became  more  drowsy  with  subnormal 
temperature,  94°  and  95°  in  rectum,  and  died  on  November 
14 ;  the  temperature,  which  had  remained  subnormal,  rising 
to  102°  on  this  day. 

Notes  of  post-mortem  by  Dr.  Colman. — The  cord  was 
hardened  by  being  suspended  in  Miiller's  fluid  for  three 
months  before  being  cut  into.  At  the  end  of  that  time,  the 
cord,  which  had  been  almost  diffluent  at  the  time  of  the 
autopsy,  was  found  to  be  hardened,  but  the  cervical  region 
was  so  friable  that  the  upper  two  inches  were  useless  for  pur- 
poses of  examination,  and  sections  of  the  rest  of  the  cervical 
region  were  unsatisfactory  and  fragmentary. 

The  spinal  dura  was  found  to  be  somewhat  thickened 
throughout  the  cord,  and  in  the  cervical  region  it  was 
involved  at  some  levels  by  the  tumours  to  be  described 
later. 

On  opening  the  dura  several  tumours  were  seen  on 
the  surface  of  the  cord,  the  two  largest  of  which  were  in  the 
cervical  region,  one  occupying  the  left  lateral  and  antero- 
lateral region,  involving  both  anterior  and  posterior  nerve- 
roots,  and  the  other  the  right  lateral  region,  involving  only  the 
posterior  nerve-roots.  They  were  flat,  moulded  to  the  cord, 
and  extended  from  the  third  cervical  to  the  second  dorsal 
roots,  but  were  comparatively  small  after  the  seventh 
root. 

Similar  smaller  tumours  were  found  in  the  pia  mater, 
involving  the  left  seventh  dorsal  posterior  root,  and  in  the 
Cauda  equina  involving  two  nerve-roots. 

Microscopic  sections  of  these  tumours  show  them  all  to 
have  the  same  characters.  Their  edge  is  composed  of  highly 
cellular  connective  tissue  like  granulation  tissue,  while  the 
centre  is  firm,  fibrous,  and  almost  homogeneous  in  appearance, 
with  here  and  there  foci  of  caseation.  The  arterioles  showed 
marked  endarteritis  obliterans. 

Two  of  these  tumours,  however,  had  in  addition  characters 
more  like  malignant  tumours,  viz.  the  one  on  the  left  side  of 
the  cervical  cord  and  the  one  in  the  cauda  equina,  for  the 
first  directly  invaded  and  infiltrated  adjoining  structures,  the 
pia  mater  and  the  cord,  and  the  second  involved  and  was  de- 
stroying the  structure  of  two  adjacent  nerve-roots. 

The  cord  itself,  besides  being  pressed  upon  by  the  new 
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growth,  showed  much  myelitis.  The  vessels  were  greatly 
enlarged  and  distended  with  blood,  there  was  great  increase 
in  the  number  of  neuroglia  cells,  and  the  nerve-fibres  were 
swollen  and  stained  very  faintly  with  Weigert's  haema- 
toxylin. 

The  myelitis  extended  down  to  the  level  of  the  second  dorsal 
root.  Below  this  the  cord  was  normal,  except  for  a  well-marked 
descending  degeneration  in  the  left  crossed  pyramidal  tract. 

Nerves. — The  median  nerve  showed  slight  neuritis ;  the 
sciatic  nerve  was  normal. 

Pons  and  medulla  were  healthy. 

Brain. — On  cutting  into  it,  a  small  firm  nodule  was  found 
at  the  junction  of  the  temporo-sphenoidal  lobe  with  the  frontal, 
growing  in  the  white  matter.  Three  other  nodules  were  found 
in  the  brain  situated  subcortically. 

The  vessels  at  the  base  of  the  brain  were  much  diseased, 
and  sections  showed  characteristic  endarteritis  obliterans,  and 
thickening  of  the  middle  and  outer  as  well  as  of  the  inner 
coat.  On  the  wall  of  the  basilar  artery  was  a  small  but  typical 
gumma. 

The  Liver  had  several  gummata  showing  typical  appear- 
ances on  microscopical  section. 

The  history  of  the  case  with  the  rapid  onset  after  exposure 
to  cold  and  wet,  with  weakness  of  the  left  arm  and  leg  together 
with  numbness  in  the  right  leg,  seemed  to  point  to  a  myelitis 
affecting  the  left  half  of  the  cord,  and  the  subsequent  wasting 
and  loss  of  electrical  excitability  seemed  to  localise  the  myelitis 
at  the  lower  end  of  the  brachial  enlargement  of  the  cord. 
The  subsequent  development  of  loss  of  sensation  to  pain  and 
temperature  in  the  whole  of  the  right  leg  and  of  the  right  half 
of  the  trunk  up  to  the  level  of  the  fourth  rib,  suggested  that 
the  disease  was  in  the  interior  of  the  cord,  while  the  pain  in  the 
left  shoulder  shooting  down  the  left  arm  pointed  to  irritation 
of  the  nerve-roots  on  the  left  side,  from  external  pressure. 

During  recent  years,  mainly  through  the  labours  of  Prof. 
Charcot  and  his  school,  great  attention  has  been  paid  to  the 
significance  of  loss  of  tlae  sensation  of  heat,  cold  and  pain, 
without  any  corresponding  loss  of  tactile  sensation,  and  it  has 
been  shown  that  this  condition  is  associated  with  cavities  in  the 
spinal  cord  or  with  central  gliomata.  This  has  been  explained 
by  the  theory  that  while  tactile  impressions  are  conveyed  by 
the  white  columns,  impressions  of  pain  and  temperature  are 
conducted  by  the  grey  matter.  In  the  present  case  this  con- 
dition of  sensation  made  it  probable  that  the  disease  might  be 


36  Dr.  Beevor's  Case  of  Syphilitic  Tumouri^. 

caused  by  a  central  glioma  affecting  the  grey  matter  of  the 
cord,  and  seemed  to  negative  the  symptoms  being  caused  by 
a  tumour  outside  the  cord  and  pressing  on  it  at  the  lower  end 
of  the  brachial  enlargement. 

Against  the  disease  being  a  case  of  syringomyelia  was  the 
unilateral  condition  of  the  symptoms,  the  short  duration  of  the 
disease  (four  and  a  half  mouths),  and,  with  the  exception  of  the 
bedsore  on  the  left  elbow,  the  absence  of  trophic  lesions.  It 
is  unfortunate  that  the  soft  condition  of  the  cord,  both  before 
and  after  hardening,  prevented  a  very  exact  description  being 
given  of  the  brachial  enlargement,  but  it  seems  probable  that 
the  symptoms  were  caused  by  the  tumour  on  the  left  side  of 
the  brachial  enlargement  and  adjacent  parts  (third  cervical 
to  second  dorsal  roots)  pressing  on  the  cord,  thus  producing 
the  paralysis  and  wasting  of  the  left  arm;  but  whether  the  anal- 
gesia of  the  right  side  was  caused  by  the  left-sided  tumour,  and 
why  there  should  have  been  such  profound  loss  to  pain  and 
temperature,  and  none  to  tactile  impressions,  it  is  difficult  to 
say. 

The  progressive  nature  of  the  symptoms  was  such  as  would 
be  caused  by  the  gradual  pressure  of  a  growth  external  to  the 
cord,  and  from  the  fact  that  the  hand-muscles  were  first  and 
most  affected  it  is  probable  that  the  tumour  began  from  below 
and  grew  upwards. 

If  this  be  the  correct  explanation,  it  seems  possible  for  a 
tumour  pressing  on  one  side  of  the  cord  from  without  to  cause 
loss  of  sensation  to  pain  and  temperature  without  affecting 
that  for  tactile  sensation,  for  in  this  case  there  was  no 
evidence  of  disease  confined  only  to  the  grey  matter  of  the 
cord. 

The  affection  of  the  sphincters,  which  did  not  occur  till 
September  24,  was  probably  caused  by  the  myelitis  set  up  by 
pressure  on  the  brachial  enlargement. 
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VII. — Observations  on  a  case  of  Myxoedema  treated  by 
administration  of  the  thyroid  gland  of  the  sheep,  with 
special  reference  to  changes  occurring  in  the  urine. 
By  William  M.  Ord,  M.D.,  and  Edmukd  White, 
B.Sc.     Bead  November  24,  1893. 

CC,  a  married  woman  aged  38,  was  admitted  to  Charity 
•  Ward,  St.  Thomas's  Hospital,  on  April  19,  1893.  Her 
father  was  living  and  healthy  ;  her  mother,  who  had  always 
been  delicate,  died  at  the  age  of  forty-five  of  smallpox.  She 
had  lost  several  brothers  and  sisters  in  early  life,  some  of 
them  of  ''  water  on  the  brain."  Apart  from  this  there  was 
no  family  history  of  nerve  trouble  or  tuberculosis.  She  had 
had  ten  children  and  five  miscarriages,  but  the  latter  had 
occurred  at  irregular  intervals  among  her  confinements.  She 
had  always  lost  a  quantity  of  blood  at  her  confinements,  and 
had  twice  had  "flooding."  Her  catamenia  had  always  been 
profuse  and  of  long  duration.  She  had  had  smallpox  at  the 
age  of  nine.  In  1890  she  had  had  "  rheumatic  fever,"  and 
about  that  time  had  had  an  illness  of  three  months'  duration, 
of  which  the  main  symptoms  were  vomiting,  haematemesis, 
anorexia,  and  pain  in  the  region  of  the  stomach.  She  had 
"  inflammation  of  the  brain "  nine  years  before  admission, 
followed  in  the  two  succeeding  years  by  similar  attacks  of  a 
milder  character.  Her  last  child  was  born  three  years  before 
admission. 

She  had  never  enjoyed  good  health  since  the  "  rheumatic 
fever,"  but  she  dates  her  chief  symptoms  from  1888.  Her 
memory  had  gradually  failed ;  she  had  felt  weak,  and  had 
noticed  swelling  of  the  face,  of  the  bridge  of  the  nose,  of 
the  hands  and  feet.  She  had  been  losing  her  teeth,  and  had 
often  found  her  mouth  full  of  "blood-clots"  on  waking  in 
the  morning.  She  had  noticed  slowness  in  her  movements 
for  two  or  three  years,  alteration  in  speech  for  two  years.  She 
felt  the  cold  weather  acutely,  and  had  had  cramps  in  the  legs 
for  some  time  past.  She  had  a  history  of  hallucinations 
after  a  confinement  seven  years  previously  ,  for  two  years 
her  hearing  had  been  impaired,  her  skin  had  been  "peeling," 
and  her  hair  falling  out  for  one  year.  She  had  also  had  falls, 
owing  to  her  knees  suddenly  giving  way. 
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On  admission  the  patient  was  a  well-nourished  woman, 
with  a  waxy  complexion^  and  a  well-marked  circumscribed 
flush  on  the  cheeks.  The  features  presented  the  appearances 
characteristic  of  myxoedema.  The  general  aspect  was  placid 
but  dazed. 

The  lungs  and  heart  were  normal,  the  chest  well  formed. 

The  edge  of  the  liver  could  be  felt  one  inch  below  the 
costal  margin  in  the  nipple  line ;  the  spleen  could  not  be  felt. 
Nothing  abnormal  was  detected  in  the  abdomen  ;  the  urine 
was  of  sp.  gr.  1020,  acid,  contained  a  large  quantity  of  phos- 
phates, but  no  albumen,  mucin,  or  sugar. 

The  skin  was  coarse  and  somewhat  dry  over  the  whole 
body  ;  there  was  fine  desquamation  over  the  forearms,  chest, 
and  back. 

The  hair  Avas  dry,  rough,  and  scanty,  short  and  broken  in 
front,  longer  behind ;  the  eyelashes  were  unchanged,  but 
the  eyebrows  scanty. 

The  teeth  on  the  whole  were  decayed  and  broken  away, 
with  the  exception  of  the  lower  front  teeth.  The  tongue  was 
protruded  slowly,  broad,  slightly  coated,  and  tooth -marked ; 
the  soft  palate  and  uvula  were  thickened. 

The  fingers  were  very  broad,  the  back  of  the  hand  large 
and  thick,  the  skin  dry  except  in  the  palm.  The  toes  were 
large  and  coarse,  without  oedema.  There  were  pigmented 
patches  on  the  legs  in  the  course  of  the  veins. 

The  thyroid  gland  could  not  be  felt.  There  were  supra- 
clavicular enlargements. 

The  speech  was  slow  and  emphatic,  the  voice  nasal  and 
monotonous,  and  there  was  a  tendency  to  garrulity. 

The  movements  generally  were  slow,  there  was  no  apparent 
loss  of  power,  and  no  dropping  of  the  head.  The  knee-jerks 
were  present. 

During  the  first  week  of  residence  in  hospital,  before  the 
commencement  of  treatment,  she  had  cramps  in  her  hands 
and  some  bleeding  from  the  gums.  She  was  dull  and 
depressed,  and  slept  a  good  deal.     Her  weight  was  8  st.  5  lbs. 

On  the  sixth  day  after  admission  the  patient  was  placed 
on  a  mixed  diet  of  fish,  eggs,  milk,  potatoes,  and  beef -tea. 
The  quantities  of  these  taken  in  every  twenty-four  hours 
were  carefully  estimated  and  recorded  from  the  25th  April 
to  the  1st  of  May.  The  daily  allowance  was  duplicated,  a 
portion  exactly  corresponding  to  that  administered  to  the 
patient  being  subjected  to  chemical  analysis  in  respect  of 
nitrogen.     The  urine  was  measured  daily,  and  also  subjected 
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to  analysis.  Tables  showing  the  daily  quantity  of  solids  and 
liquids  taken,  and  the  quantity  and  composition  of  the  urine, 
are  here  appended  (Tables  I  and  II). 
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The  weight  of  the  body  was  8  st.  4j  lbs.  on  the  25th  April^ 
8  St.  4f  lbs.  on  the  29th. 

The  temperature  during  this  period  ranged  from  96*2°  to 
98°  F. ;  the  average  of  the  six  days,  two  observations  being 
taken  daily,  was  97*2°. 


Chart  illustrating  changes  in  excretion  of  urea  and  nitrogen  after  treatment. 
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Excretion  of  Urea. 
Excretion  of  Nitrogen. 
Ingestion  of  Nitrogen. 


On  the  1st  of  May  the  administration  of  the  thyroid  in 
the  form  of  glycerin  extract  of  the  sheep's  gland  was  begun. 
Twenty  minims,  equal  to  one  sixth  of  a  gland,  were  given 
daily  up  to  the  25th  of  May. 

The  measurements  and  estimations  of  the  food  and  urine 
were  regularly  continued,  with  the  results  set  forth  in  the 
accompanying  tables  (Tables  I  and  II). 


Details  of  analysis  of  urine. 

Total  solids. — 5  c.c.  of  urine  were  evaporated  over  a  water- 
bath,  and  the  residue  dried  for  one  hour  at  100°  C. 

Ash. — The  total  solids,  obtained  as  above,  were  incinerated 
and  the  ash  weighed. 
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Organic  matter. — By  deducting  the  amount  of  ash  from 
the  amount  of  total  solids,  we  obtained  the  series  of  figures 
reported  as  "  organic  matter." 

Urea. — This  was  determined  by  means  of  sodium  hypo- 
bromite,  the  volume  of  nitrogen  being  corrected  for  tempe- 
rature and  pressure. 

Total  nitrogen. — Kjeldahl's  method  was  employed  for  this 
determination. 

Phosphoric  acid. — Determined  volumetrically  by  means  of 
uranium  acetate. 

Chlorine. — Determined  volumetrically  by  means  of  silver 
nitrate. 

Acidity. — Determined  by  decinormal  sulphuric  acid. 


Discussion  of  results  of  chemical  analysis. 

It  will  be  seen  by  reference  to  Table  III  that  an  increased 
excretion  of  all  the  constituents  of  the  urine,  of  which  determi- 
nations were  made,  occurred  after  the  commencement  of  treat- 
ment. The  average  daily  increase  of  organic  matter,  8'86 
grammes,  is  almost  entirely  accounted  for  by  the  correspond- 
ing increase  in  urea,  8"  15  grammes.  The  difference,  '71 
gramme,  expresses  the  average  daily  increase  of  all  other 
organic  constituents  of  the  urine.  The  increased  excretion 
of  organic  substances  would  therefore  seem  to  be  proportion- 
ately distributed  among  the  organic  constituents  of  the 
urine. 

Table  III. 


Average  daily  excretion  of  urine  and  its 

Before 

After 

Increase  after 

constituents. 

treatment. 

treatment. 

treatment. 

Volume     ......   c.c. 

928 

1127 

199 

Total  solids        ....         grrns. 

26-16 

36-49 

1033 

Ash „ 

7-37 

8-84 

1-47 

Organic  matter          .         .         .         .    „ 

18-79 

27-65 

8-86 

Urea „ 

14-21 

22-36 

815 

Nitrogen „ 

7-39 

12-08 

4-69 

Phosphoric  acid         .         .         .         .    „ 

2-78 

3-33 

-55 

Chlorine    .         .         .         .         .         .    „ 

1-71 

2-01 

•30 

Average  daily  ingestion  of   nitrogen   in 

food grms. 

9-46 

9-30 
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The  figures  given  for  nitrogen  when  compared  with  those 
for  urea  in  Tables  II  and  III  are  valuable  as  showing  that 
the  increased  nitrogenous  excretion  was  almost  entirely  in 
the  form  of  urea^  and  that  no  other  nitrogenous  substance  or 
substances,  normally  present  in  urine  or  foreign  to  that  fluid, 
were  excreted  in  any  considerable  quantity  as  a  result  of  the 
thyroid  treatment.  It  will  further  be  seen  from  Table  III 
that  the  average  daily  amount  of  nitrogen  ingested  after 
treatment  was  slightly  less  than  before  treatment  commenced, 
although  the  nitrogen  excreted  was  increased  in  the  ratio  of 
about  3:5.  • 

The  difference  between  the  average  daily  excretion  of 
total  organic  matter  and  urea  before  treatment  was  4*58 
grammes  ;  after  treatment  it  was  5'29  grammes.  It  is  there- 
fore evident  that  no  important  excretion  of  non-nitrogenous 
organic  matter  resulted  from  the  administration  of  the 
thyroid  extract,  since  the  average  increase  of  organic  matter, 
other  than  urea,  was  only  '69  gramme  daily.  It  is  worthy  of 
note  that  the  ratio  of  total  nitrogen  to  urea  underwent  a  slight 
change.  Before  treatment  it  was  as  7*39  :  14'21,  or  as  1  :  1*92. 
After  treatment  the  ratio  was  as  12"08  :  22'36,  or  as  1  :  1"85. 

The  results  of  this  research,  so  far  as  the  composition  of  the 
urine  is  concerned,  may  be  thus  stated : 

1.  The  thyroid  extract  has  a  diuretic  action. 

2.  The  elimination  of  nitrogen  is  largely  increased. 

3.  This  increased  elimination  of  nitrogen  is  almost  entirely 
in  the  form  of  urea. 

With  regard  to  the  inorganic  constituents,  the  determina- 
tions of  phosphoric  acid  and  chlorine  have  shown  only  a 
slight  increase  after  treatment ;  this  result  might  have  been 
expected  from  the  increased  nitrogenous  metabolism.  The 
supposition  that  the  chlorine  might  be  diminished,  as  in  some 
forms  of  pyrexia,  has  not  been  borne  out. 

It  is  our  intention,  on  another  occasion,  to  determine  the 
elimination  of  sulphur  in  the  urine.  This  may  enable  us  to 
discover  whether  the  excess  of  urea  in  the  urine,  after  thyroid 
treatment,  is  derived  from  proteid  substances,  or  from  less 
complex  sulphur-free  compounds  stored  up  in  the  organism 
which  the  myxoedematous  subject  is  unable  to  excrete  or  con- 
vert into  urea. 

The  changes  in  the  clinical  record  of  the  patient  following 
the  administration  of  the  thyroid  were  as  follows  : 

1st.  The  weight  of  the  body  fell  to  8  st.  3|  lbs.  on  the 
third  day,  and  continued  to  fall  till  the  seventh  day,  when  it 


Dr.  Ord's  and  Mr.  White's  Case  of  Myxcedema.        45 

was  7  st.  12  lbs. — a  total  loss  of  6|  lbs.  After  this  it  fluctu- 
ated from  day  to  day,  the  lowest  record  being  7  st.  7|  lbs.  on 
the  30th  of  May,  the  highest  7  st.  12|  lbs.  on  the  10th  of  May. 
On  the  day  previous  to  the  patient's  leaving  the  hospital, 
June  2nd,  her  weight  was  7  st.  9|  lbs. 

2nd.  Temperature. — The  observations  of  ten  days  begin- 
ning with  the  fourth  day  after  the  commencement  of  treatment 
show,  as  compared  with  the  record  of  the  days  preceding 
treatment,  a  definite  increase  of  body  heat.  The  average  of 
the  twenty  observations  was  98*1°  after  the  administration  of 
the  thyroid,  as  compared  with  97'2°  before.  The  highest 
temperature,  100*0°,  was  reached  on  May  13,  but  so  long  as 
the  patient  was  under  observation  her  temperatiu'e  was  higher 
than  before  treatment. 

3rd.  General  symptoms.  —  On  the  day  after  the  first 
administration  of  the  thyroid  extract  the  patient  began  to 
complain  of  headache,  subsequently  of  pain  in  the  eyeballs, 
which  were  tender  when  pressed.  On  the  third  day  she  had 
pains  in  the  legs,  sufficient  to  interfere  with  her  sleep.  By 
the  seventh  day  the  pains  had  much  diminished,  and  the 
general  signs  of  myxcedema  were  melting  away.  The  bulk  of 
the  face  and  body  had  diminished,  the  skin  was  moist  and 
soft,  and  there  was  a  commencement  of  desquamation  in  the 
skin  of  the  arms  and  legs.  A  day  or  two  after,  the  lethargy, 
so  marked  at  the  time  of  her  admission,  was  exchanged  for  a 
certain  degree  of  activity.  She  began,  in  fact,  to  take  a 
marked  interest  in  her  surroundings,  but  the  pains  in  the 
head  and  limbs  recurred  from  time  to  time.  She  had  also 
for  some  days  bleeding  from  the  gums.  It  is  noted  on  May 
24  that  a  crop  of  new  hairs  had  appeared  on  the  scalp,  and  a 
day  or  two  after  the  notes  state  that  her  features  were  now 
thin  and  well  formed,  that  her  skin  was  moist  and  supple, 
that  her  speech  was  normal,  and  her  movements  brisk.  She 
left  the  hospital  on  June  3,  an  active  woman.  She  presented 
herself  at  the  hospital  three  weeks  later,  so  much  further 
changed  for  the  better  as  to  be  almost  beyond  recognition. 
Her  hair,  though  short,  was  abundant  and  health}^,  her  features 
were  sharply  defined,  and  her  bearing  active.  The  photo- 
graphs which  accompany  the  report  show  the  extraordinary 
change  in  her  appearance  occurring  between  May  21  and 
June  24.     (See  Figs.  6  and  7.) 

Dr.  Ord/s  remarTcs. — My  experience  of  a  case  under 
treatment  in  St.  Thomas's  Hospital  last  autumn  led  me  to 
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expect  that  some  important  changes  in  the  urine  might  bo 
looked  for  in  rayxoedema  after  treatment  by  the  administra- 
tion of  the  thyroid  gland.  A  patient,  previously  under  obser- 
vation for  three  years,  was  admitted  during  the  first  cold 
weather  of  the  autumn  in  a  state  of  great  weakness  and  ex- 
haustion. She  seemed,  in  fact,  to  be  almost  dying,  her  condi- 
tion being  the  outcome  of  a  steady  downward  course,  greatly 
accentuated  when  the  weather  was  cold.  I  gave  her  the 
whole  thyroid  gland  of  a  sheep  daily  for  four  days.  On  the 
fourth  day  she  was  attacked  with  violent  headache,  excru- 
ciating pains  in  the  limbs,  and  vomiting.  Her  temperature, 
previously  subnormal,  rose  to  104*2°.  The  vigorous  admin- 
istration of  the  thyroid  was  at  once  diminished,  but  not 
abandoned.  Under  the  steady  use  of  doses  of  half  a  gland 
twice  a  week  she  made  good  progress,  and  went  on  to  recovery. 
It  appeared  to  me  that  the  comparatively  large  doses  at  first 
given  had  produced  a  pyrexia — something  like,  for  example, 
that  which  attends  pneumonia.  No  careful  chemical  exami- 
nation of  the  urine  could  be  made  on  this  occasion,  but  I 
resolved  that  when  opportunity  occurred  I  would  institute 
such  a  systematic  investigation  as  I  record  to-day.  It  was 
already  known  that  the  excretion  of  urea  was  generally 
diminished  in  myxoedema.  I  was  prepared  to  find  it  increased 
after  the  thyroid  treatment,  in  connection  with  the  increase 
in  the  quantity  of  urine  noticed  by  various  observers.  I  had 
also  expected  to  find  a  decrease  in  the  excretion  of  chlorides, 
and  indications  of  excessive  metabolism  of  proteids.  The 
question  of  larger  excretion  of  mucin  was  also  of  importance. 
The  treatment  adopted  in  the  present  case  was,  as  will  have 
been  seen,  much  less  active  than  in  that  to  which  I  refer,  and 
no  corresponding  pyrexia  was  produced.  It  is,  however,  a 
point  of  great  interest  to  note  that  the  excretion  of  nitrogen 
was  greatly  increased.  There  was  actually  a  little  increase  in 
the  quantity  of  excretion  of  chlorides,  but  not  sufficient  to 
justify  a  definite  inference.  As  regards  this  point,  the  excre- 
tion of  mucin  and  the  indications  of  the  disintegration  of 
proteids,  further  observations  are  required,  under  larger 
doses  of  the  remedy  than  were  prescribed  in  this  case. 

Observations  hy  Mr.  White. — The  glycerin  extract  used 
in  the  present  case  was  prepared  from  fresh  sheep's  glands, 
the  menstruum  being  equal  parts  of  glycerin  and  chloroform 
water.  Twenty  minims — the  daily  dose  exhibited — corre- 
sponded to  1^  of  a  gland.     In  preparing  an  extract  for  internal 
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use,  I  consider  the  employment  of  chloroform  water  decidedly 
preferable  to  the  addition  of  carbolic  acid,  salicylic  or  boric 
acid,  &c.  The  flavour  and  odour  of  raw  meat  are  effectually 
covered,  and  an  extract  so  prepared  will  keep  some  months 
without  decomposition  or  deterioration  if  stored  in  a  well- 
closed  bottle  in  a  cool  place. 

In  adjusting  the  dosage,  one  may  take  as  a  standard  a 
certain  weight  of  glandular  tissue  or  a  fractional  part  of  a 
gland.  I  have  always  adopted  the  latter  method.  This  is 
open  to  the  objection  that  the  weight  of  individual  glands  is 
liable  to  considerable  variation,  but  in  preparing  an  extract 
from  a  number  of  glands  at  one  time  this  objection  is  re- 
moved. 

Moreover,  it  may  be  expected  that  the  glandular  tissue 
from  various  animals  varies  in  activity,  so  that,  by  taking  a 
definite  weight  of  tissue  as  a  standard,  uniformity  cannot  be 
secured.  Until  we  are  able  to  isolate  the  active  principle  of 
the  gland  in  a  fairly  pure  condition,  this  difficulty  cannot 
entirely  be  surmounted.  For  clinical  purposes,  however,  the 
fractional  method  has  yielded  uniformly  satisfactory  results, 
and  it  is  to  be  commended  for  its  simplicity. 

In  the  case  of  patients  who  have  been  cured,  but  in  whom 
there  usually  seems  to  be  a  tendency  to  relapse  when  treatment 
is  discontinued,  the  glycerin  extract  is  not  so  suitable.  For 
these,  one  of  the  several  dry  preparations  now  available  will 
be  found  most  convenient.  In  the  numerous  cases  which 
have  been  treated  at  St.  Thomas's  Hospital,  the  patients,  after 
discharge,  were  supplied  with  the  thyroid  powder  which  I 
described  in  the  British  Medical  Journal,  February  11,  1893, 
p.  289.  The  process  of  manufacture  of  this  will  be  found 
in  detail  in  the  Pharmaceutical  Journal,  September  2,  1893, 
p.  194.  Three  grains  of  the  powder  correspond  to  -^  of  a  gland, 
and  one  or  two  such  doses  weekly  have  been  found  sufficient 
to  maintain  the  patient  in  health. 

For  private  practice,  also,  the  dry  extract  or  powder  form 
is  in  most  cases  to  be  preferred.  Divided  doses  in  powder, 
pill,  or  tablet  form  may  be  safely  placed  in  the  patient's  pos- 
session, thus  removing  the  risk  of  overdoses.  The  glycerin 
extract  in  its  undiluted  form  is  a  potent  remedy  ;  overdoses 
might  easily  result  from  accident  or  carelessness  in  measur- 
ing the  small  quantity  for  each  dose,  and  dilution  to  the 
form  of  a  "  mixture  "  would  render  necessary  the  addition  of 
an  undesirable  amount  of  preservative. 
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VIII. — Case  of  Endemic  Haematuria  due  to  the  presence 
of  the  Bilharzia  liaematobia  :  second  supplementary 
report.  By  H.  Handfokd,  M.D.  Bead  December 
8,  1893. 

MORE  than  four  years  have  elapsed  since  the  previous 
supplementary  report.^  The  patient  is  in  good  health, 
but  still  passes  a  little  blood  occasionally  at  the  end  of 
micturition.  A  few  weeks  ago  he  sent  me  a  specimen  of 
urine,  and  I  found  that  it  contained  blood  and  a  small  number 
of  ova  of  Bilharzia  in  which  the  embryos  were  living  and 
active. 

The  patient  has  long  since  become  tired  of  medication. 
He  did  not  continue  the  treatment  by  male  fern  mentioned  in 
the  previous  report.  The  disease  is  running  a  natural  course. 
He  has  spent  the  past  four  years  chiefly  in  England,  but 
partly  in  the  northern  portion  of  the  United  States  of  America, 
where,  according  to  Osier,  the  Bilharzia  hfematobia  is  not 
found.  There  is,  therefore,  no  probability — scarcely  even  a 
possibility — of  re-infection  after  he  left  the  Cape,  especially 
as  he  has  been  particularly  careful  in  the  selection  of  drinking- 
water  since  he  learned  that  infection  took  place  through  that 
medium.  Consequently,  unless  reproduction  of  the  parasite 
takes  place  within  the  body  without  the  intervention  of  any 
intermediate  host,  the  adult  parasites  must  now  have  reached 
the  age  of  over  eight  years — a  very  advanced  age  for  such 
lowly  organised  animals. 

One  of  the  most  recent  text-books  states  '^  a  great  majority 
of  the  cases  recover,"  "  the  disease  often  disappears  by  the 
time  of  puberty."  This  patient  has  been  placed  under  most 
favorable  conditions,  has  a  very  robust  constitution,  and 
leads  a  very  regular  and  temperate  life  ;  but  the  disease  has 
already  lasted  eight  years.  It  is  true  the  symptoms  are  now 
so  slight  as  not  to  call  for  treatment,  and  to  be  easily  over- 
looked ;  but  the  ova  can  be  found  at  any  time.  Dr.  Prospero 
Sonsino,  of  Pisa,  states  that  ''its  life-history  is  less  com- 
plicated than  that  of  the  digenetic  trematodes;  it  requires 
an  intermediate  host,  and  undergoes  a  metamorphosis,  but  there 

is  no  alternation  of  nor  asexual  generation Several 

kinds  of  aquatic  Arthropoda  may  act  as  eflficient  intermediate 

•    Clin.  Soc.  Trans.,  vol.  xx,  p.  240,  ami  vol.  xxii,  p.  424. 
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hosts,  whilst  molluscs  seem  to  have  nothing  to  do  with  its  life 
history." 

Either  the  duration  of  life  of  the  parasite  is  much  greater 
than  was  supposed,  or  direct  reproduction  must  sometimes 
occur  without  the  intervention  of  an  intermediate  host. 

"  The  larval  phase  of  Bilharzia  found  encapsuled  in  the 
intermediate  host  is,  in  a  biological  sense,  different  from  the 
encysted  cercaria  phase  of  the  typical  distomes,  insomuch  as 
it  is  a  direct  encystment  of  the  embryo ;  and  not,  as  in  the 
case  of  the  cercaria  of  the  distomes,  the  encystment  of  the 
asexually  generated  progeny  of  a  redia  developed  from  an 
embryo  distome." 

May  not  this  encysted  stage,  therefore,  be  passed  through 
and  development  be  completed  within  the  body  of  the 
original  host  ?  May  not  the  ova  be  deposited  in  the  veins  of 
the  pelvis  ?  May  not  some  of  the  ova  find  their  way  into  the 
tissues,  pass  through  the  encysted  stage  there,  and  then  reach 
the  veins  of  the  portal  system  to  complete  their  development  ? 
So  the  vicious  circle  would  be  completed. 


VOL.   XXVII. 
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IX. — A  case  of  Recurrent  Venous  Thromhosis  continu- 
ing over  tivo  years.  By  Henry  Handford,  M.D. 
Bead  December  8,  1893. 

THE  case  I  am  about  to  relate  is  one  of  some  rarity  and 
much  difficulty.  There  is  little  or  no  mention  of  such 
cases  in  the  medical  literature  which  is  readily  accessible, 
though  I  believe  they  are  not  altogether  undescribed. 

On  September  7,  1891,  a  lacemaker,  aet.  37,  was  admitted 
into  the  General  Hospital,  Nottingham,  under  my  care.  For 
several  years  he  had  been  out  of  work  a  good  deal,  and  con- 
sequently badly  fed.  He  is  tall,  gaunt,  and  cachectic-looking. 
There  is  a  scar  on  the  penis,  and  on  two  occasions  recently 
(six  and  sixteen  months  ago  respectively)  he  has  suffered 
from  a  swelled  testicle.  He  has  been  fairly  sober,  and  has 
never  had  any  serious  illness. 

About  fifteen  weeks  before  admission  he  got  wet  through 
several  days  in  succession,  and  had  to  leave  his  work  on 
account  of  pain  and  swelling  in  the  right  ankle  and  the  calf 
of  the  right  leg.  A  week  ago  pain  commenced  in  the  left  leg, 
which  is  now  worse  than  the  other.  His  temperature  was 
102°  F.,  but  it  soon  fell  to  normal,  though  his  pulse  remained 
quick  and  small.  All  the  signs  and  symptoms  of  thrombosis 
of  both  femoral  veins  were  present,  and  the  thrombosis 
gradually  spread  up  to  the  iliac  veins  on  both  sides.  The  left 
leg  was  the  worse  of  the  two,  and  was  greatly  swollen  and 
cedematous,  as  well  as  very  painful.  Improvement  was  so 
slow,  his  appearance  was  so  cachectic,  and  the  pains  about  the 
back  and  the  pelvis  were  so  severe,  that  for  some  time  I 
thought  he  must  have  a  malignant  tumour  in  the  pelvis, 
probably  in  the  sacrum  or  the  left  iliac  bone.  But  no  growth 
made  itself  manifest. 

At  this  time  his  syphilitic  affection  seemed  to  be  quiescent, 
while  his  ansemia  was  so  extreme  as  to  suggest  the  possibility 
of  pernicious  anaemia.  Apart,  however,  from  his  recovery 
(incomplete,  it  is  true)  the  course  of  his  disease  has  not  been 
that  of  pernicious  anaemia.  Still,  under  the  circumstances  he 
was  placed  upon  a  course  of  arsenic  and  iron,  under  which  he 
very  slowly  improved.  By  the  second  week  of  November  he 
was  able  to  get  up.  The  swelling  of  the  legs  had  greatly 
diminished,  but  the  pains  about  the  pelvis  and  in  the  back 
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continued,  and  the  thrombosed  iliac  veins  could  be  felt  on 
deep  pressure.  The  enlargement  of  the  superficial  abdominal 
veins,  which  had  been  gradually  increasing,  was  very  marked 
when  he  stood.  The  superficial  epigastric  veins  on  both  sides 
were  nearly  as  thick  as  the  little  finger,  and  very  tortuous. 
The  current  in  them  was  distinctly  upwards.  I  think  it  is 
pi'obable  that  the  common  iliac  veins,  as  well  as  the  external, 
and  possibly  also  the  commencement  of  the  vena  cava  inferior, 
were  thrombosed.  There  was  some  reason  for  thinking,  at  a 
subsequent  period,  that  small  branches  of  the  mesenteric 
veins  also  became  thrombosed. 

In  September,  1892,  he  was  readmitted  with  chronic 
indurated  ulcers  on  each  leg.  The  superficial  veins  were 
varicose,  but  the  ulcers  appeared  to  be  due  to  his  syphilis 
more  than  to  the  state  of  the  veins.  They  healed  quickly 
under  rest  and  mercury.  There  was  an  extensive  erj^the- 
matous  blush  over  the  leg  on  admission,  but  it  soon  subsided. 
He  was  ordered  a  Martin's  bandage  for  each  leg,  and  made 
an  out-patient. 

On  November  17,  1892,  he  was  again  admitted,  pain 
having  commenced  in  the  right  thigh  a  week  previously. 
The  note  in  the  case-book  runs — "  There  is  thrombosis  and 
phlebitis  of  the  right  internal  saphena  vein  from  the  knee  to 
the  groin.  It  can  be  felt  as  a  painful  cord,  and  there  are 
some  inflamed  lymphatics  showing  as  red  lines.  On  the  left 
side  the  condition  is  similar,  but  less  marked.  The  ulcers  on 
the  legs  remain  healed."  On  this  occasion  he  continued  in  the 
hospital  three  months.  He  was  again  admitted,  April  19,  for 
a  few  weeks,  during  which  time  he  had  two  or  three  separate 
attacks.  The  course  they  run  is  as  follows : — Without 
apparent  cause  pain  is  felt  in  some  part  of  the  lower  extremi- 
ties. A  hard  knot  or  induration  appears  in  the  subcutaneous 
tissue  in  the  course  of  one  of  the  smaller  superficial  veins, 
and  is  tender  to  the  touch.  The  skin  grows  red  and  painful, 
and  the  tissues  around  the  vein  become  infiltrated  and  in- 
durated. The  process  lasts  a  week  or  ten  days,  and  ends  in 
resolution.  In  this  manner  almost  all  the  superficial  veins  of 
the  legs  and  of  the  lower  part  of  the  abdominal  wall  have 
been  affected.  In  some  of  them  the  circulation  is  restored 
eventually ;  in  others  the  vein  remains  obliterated.  The 
attacks  are  not  due  to  injury,  or  to  standing  or  walking,  since 
they  come  on  while  he  is  confined  to  bed.  About  the  time 
that  some  of  the  small  veins  of  the  lower  part  of  the  abdo- 
minal wall  were  affected  he  suffered  from  deep  pains  in  the 
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abdomen  and  pelvis^  together  with  occasional  attacks  of 
diarrhoea,  which  led  me  to  suppose  that  some  of  the  mesen- 
teric veins  might  be  involved.  He  has  received  most  benefit 
from  iodide  of  potassium  and  mercury,  and  next  from  iron 
and  arsenic.  But  no  treatment  has  hitherto  checked  the 
recurrence  of  the  disease.  He  has  no  heart  or  kidney  disease. 
The  pulse  is  80  per  minute,  and  of  low  tension.  The  urine  is 
free  from  albumen  and  of  normal  sp.  gr.  His  general  health 
is  much  better  now  than  eighteen  months  ago,  but  there  is 
still  some  oedema  of  the  legs  after  standing,  and  he  complains 
of  great  weakness.  He  still  continues  as  an  out-patient,  and 
while  this  report  is  in  progress  (September  6,  1893)  he  has 
just  developed  a  fresh  patch  of  thrombosis  in  the  left  iliac 
region  of  the  abdomen.  During  the  past  two  years  he  has 
never  been  fit  to  work,  though  he  can  walk  about.  In  that 
time  he  has  had  about  thirty  separate  attacks  of  venous 
thrombosis. 

The  aetiology  of  this  case  is  very  difiicult  to  unravel. 
Stagnation  of  the  venous  current  from  obstruction  of  the 
iliac  veins  and  of  the  vena  cava  may  have  something  to  do 
with  the  later  recurrences.  It  cannot  account  for  the  primary 
attack,  nor  do  I  think  it  a  sufficient  explanation  of  the  later 
ones.  Otherwise,  from  the  frequency  of  blocking  of  the 
femoral  and  iliac  veins,  recurrent  thrombosis  of  the  superficial 
veins  of  the  lower  extremities  should  be  a  very  common 
affection.     But  it  is  not. 

His  radial  and  temporal  arteries  are  not  much  thickened, 
nor  can  I  find  any  other  evidence  of  arterio-sclerosis,  though 
his  syphilitic  infection  would  i-ender  such  a  condition  pro- 
bable. But  even  then  the  extension  of  that  process  to  the 
larger  veins — phlebo-sclerosis — is  not  common,  at  any  rate  to 
a  marked  degree.  That  it  is  sometimes  found  to  a  very 
advanced  degree  the  case  which  I  read  to  this  Society  last 
year  shows.  But  the  clinical  course  in  that  instance  was 
quite  different.  There  was  no  pain,  no  redness,  and  no 
thrombosis. 

The  present  case  bears  some  resemblance  to  gouty  phle- 
bitis, but  is  more  persistent  and  less  amenable  to  treatment. 
And,  moreover,  there  is  absolutely  nothing  in  his  occupation, 
his  habits,  or  in  the  course  of  his  disease  to  suggest  gout. 

The  only  explanations  which  seem  at  all  plausible,  though 
they  are  in  my  opinion  very  inadequate,  are — (1)  That  the 
first  attack  was  induced  by  starvation  and  anaemia,  the  excit- 
ing cause  being  exposure  to  cold  and  wet,  and  that  the  sub- 
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sequent  ones  Avere  due  to  venous  stagnation.     In  that  case 
thrombosis  and  varicose  veins  should  be  far  more  frequent. 

(2)  Or  tliat  the  whole  is  due  to  the  influence  of  the 
syphilitic  poison. 

(3)  A  third  possible  sugs'estion  is  that  at  the  primary 
attack  the  lymphatics  were  obstructed  as  well  as  the  venous 
trunks,  and  that  since  then  the  lymph  and  waste  products 
have  been  taken  up  by  the  venous  radicles  instead  of  by  the 
lymphatics. 

The  late  Dr.  Wooldridge*  showed  that  the  injection  of 
lymph  and  chyle  into  the  blood  was  followed  by  intra-vascular 
clotting,  a  great  tendency  to  haemorrhages,  occasionally 
marked  fever,  and  a  remarkable  delay  in  clotting  of  the  blood 
when  withdrawn  from  the  body.  This  he  called  fibrinogen 
intoxication.  So  also  the  ligature  of  the  femoral  vein  of  a 
dog  produces  no  dropsy  ;  but  if  pi'evious  to  the  ligature  some 
of  the  lymph  fluid  and  fibrinogen  are  injected  into  the  blood, 
the  most  severe  oedema  of  the  leg,  sometimes  accompanied 
by  liEemorrhages,  is  produced. 

*  "Auto-infection  in   Cardiac  Disease,"   Brit.  Med.  Journ.,  Feb.  9,  1889, 
p.  318. 
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X. — Gases  of  Osteo-arfhritis  ivith  subcutaneous  fibroid 
nodules,  and  one  case  loith  fihro-gelatinous  exudations 
and  llaynaudh  disease.  By  G.  Newton  Pitt,  M.D. 
Bead  December  8,  1893. 

OUR  recognition  of  subcutaneous  nodules  in  England  is 
comparatively  recent^  dating  largely  from  tlie  publica- 
tion of  the  paper  by  Drs.  Barlow  and  Warner  in  1881  (1*). 
Since  that  time  a  number  of  cases  liave  been  recorded  by 
various  authors,  and  with  but  few  exceptions  the  views  put 
forth  by  these  authors  in  1887  have  been  followed. 

These  are  that  (1)  the  nodules  are  indicative  of  acute 
rheumatism;  (2)  they  occur  almost  always  in  children  and 
young  adults  (4| — 19  years);  (3)  they  are  not  painful;  (4) 
they  recur  in  crops  which  usually  subside  within  two  mouths  ; 
and  (5)  they  are  of  serious  import,  because  they  are  often 
associated  with  actively  progressive  heart  disease. 

Rheumatism  is  undoubtedly  the  most  common  association 
with  the  nodules.  There  is,  however,  a  considerable  body 
of  evidence  that  the  nodules  also  occur  in  connection 
with  osteo-arthritis,  syphilis,  influenza,  &c.  Dr.  Howard,  in 
Pep2^er's  System  of  Medicine,  refers  to  their  presence  in  osteo- 
arthritis ;  and  Dr.  Fagge  notes  among  the  less  common  sym- 
ptoms of  osteo-arthritis  the  presence  of  fibrous  nodules  at  a 
distance  from  the  joints, — as,  for  instance,  among  the  muscles 
of  the  arms  or  forearms. 

Case  A.  Osteo- arthritis  ;  innumerable  subcutaneous fhroid 
nodides  over  the  joints  and  tendons  of  the  fingers  and  toes,  over 
the  ears,  loiver  jaiv,  scalp,  and  clavicle ;  diffuse  indurative  exu- 
dation in  sheaths  and  fascia ;  phthisis ;  Raynaud's  disease 
affecting  the  extremities,  ears,  and  tongue;  herpes  zoster.  (Shown 
as  a  living  specimen  in  April,  1893.) — Anne  E.,  get.  24,  laundry 
work,  married  ;  has  had  one  miscarriage  at  three  months,  and 
one  child,  which  only  lived  a  few  months. 

At  the  end  of  November,  1892,  she  had  synovitis  in  her 
left  knee,  with  severe  pain ;  previous  to  this  she  had  enjoyed 
good  health. 

Two  weeks  before  Christmas  her  hands  became  very  pain- 
ful, and  within  a  few  days  she  noticed  that  exposure  to  a  chill, 
as  in  passing  from  one  room  to  another,  made  them  white  or 
*  See  "  Literature,"  p.  64. 
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livid.  After  Christmas  the  left  hand  became  more  painful, 
and  soon  a  diffuse  swelling  appeared  over  the  whole  of  the 
dorsal  surface  of  the  hand  and  fingers ;  the  skin  became 
very  tense  and  shining.  A  week  later  the  swelling  in  the 
hand  had  disappeared,  but  that  near  the  phalangeal  joint  per- 
sisted. 

In  January,  1893,  extreme  hyperaesthesia  of  the  fingers 
developed. 

During  the  spring  the  fingers  became  somewhat  flexed, 
owing  to  the  loss  of  movement  in  their  joints.  At  the  same 
time  numerous  subcutaneous  nodules  appeared  on  the  upper 
extremities,  and  one  over  the  lower  jaw. 

The  following  notes  were  made  in  May,  1893. 

Left  thuvih. — First  joint  swollen,  some  movement ;  second 
joint  scarcely  any  movement;  surface  swollen,  pink  and 
shiny.  Fibroid  subcutaneous  nodules  present  on  each 
side  of  the  proximal  end  of  the  last  phalanx,  which  appears 
pointed  owing  to  the  enlargement  of  the  joint. 

Index  fnger. — Fibroid  nodule  on  the  flexor  tendon  in  the 
palm.  Metacarpo-phalangeal  joint  normal ;  first  joint  slightly 
swollen,  movement  fair ;  second  joint  enlarged,  but  little 
movement;  indurated  condition  of  the  flexor  surface  of  the 
finger.     Tip  shiny,  hypersemic,  and  pointed. 

Second  finger. — Ganglion  on  sheath  near  wrist.  Meta- 
carpo-phalangeal joint  swollen,  nodule  on  dorsal  tendon ; 
first  joint  swollen;  second  joint  swollen,  skin  shiny,  no  move- 
ment, indurated  flexor  surface. 

Third  finger. — Flexor  tendon  in  palm  contracted ;  first 
joint,  swollen  nodule  on  the  flexor  tendon ;  second  joint 
swollen,  red  and  shiny,  nodule  on  flexor  tendon. 

Fourth  finger. — Metacarpo-phalangeal  joint  normal ;  first 
and  second  joints  swollen,  but  little  movement. 

The  fingers  are  only  slightly  flexed.  The  last  is  abducted 
from  the  fourth  finger  by  half  an  inch  at  the  extremity,  and 
is  more  flexed  than  the  rest.  She  is  unable  to  flex  her  fingers 
except  at  the  metacarpo-phalangeal  joints. 

Eight  thmnh  very  hyperfesthetic.  Very  slight  power  of 
movement  in  the  metacarpo-phalangeal  joint.  First  joint 
swollen  ;  nodules  on  both  the  inner  and  outer  sides.  Second 
joint :  the  whole  of  the  flexor  surface  is  indurated,  swollen, 
and  painful.  Fibroid  nodules,  one  on  the  dorsum  and  one  on 
each  side  of  flexor  tendon. 

Index  very  painful.  Nodule  on  the  dorsum  of  the  hand. 
Metacarpo-phalangeal  joint  swollen.     First  joint  very  swollen, 
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the  whole  finger  indurated,  hidebound,  and  powerless. 
Nodule  on  the  inner  side  of  the  flexor  tendon,  and  also  in 
palm  of  hand.     Second  joint,  no  movement,  skin  shiny. 

Seco)id  finger. — Two  nodules  on  the  palm  of  the  hand, 
much  swelling  of  metacarpo-phalangeal  joint.  First  and  second 
joints  :  nodules  on  the  flexor  surface  of  each  ;  no  movement. 
The  whole  finger  indurated  and  powerless. 

Third  and  fourth  fingers. — Metacarpo-phalangeal  joints  not 
swollen.  Nodules  on  the  flexor  surface;  the  other  joints 
swollen,  and  the  surface  indurated  and  shiny. 

The  right  hand  is  much  more  useless  than  the  left.  The 
fingers  are  not  quite  in  contact,  but  are  slightly  flexed.  The 
hand  cannot  be  closed  owing  to  the  fixation  by  fibro-gelatinous 
exudation  of  the  finger-joints.  There  is  a  small  ganglion  on 
the  back  of  the  hand.  The  feet  are  not  affected.  Synovitis 
of  both  knees,  which  are  distended  with  fluid.  An  old 
fracture  into  the  left  elbow-joint,  which  is  painful  on  move- 
ment. Subcutaneous  nodules  over  both  condyles  of  the 
humerus,  and  two  on  the  ulna  about  two  inches  down.  One 
of  these  latter  is  a  quarter  of  an  inch  across,  and  is  softer 
than  the  rest. 

Right  arm. — Nodules  over  the  condyles  of  the  humerus, 
the  head  of  the  radius,  and  a  string  of  them  along  the  edge 
of  the  ulna.  One  over  the  pisiform  bone  and  one  in  front  of 
the  shoulder.  Two  small  diffused  subcutaneous  nodules  on 
the  forehead  above  the  nose,  which  have  been  very  painful. 
There  is  a  string  of  minute  nodules  along  the  lower  jaw  on 
both  sides,  and  one  on  the  right  side  of  the  neck.  Numerous 
minute  and  exceedingly  painful  nodules  along  the  margin  of 
the  nose  and  ears. 

For  the  last  few  weeks,  when  she  has  gone  from  a  warm 
room  her  hands,  feet,  ears,  and  tongue  have  become  affected 
with  asphyxia,  and  been  exceedingly  painful.  The  tongue 
becomes  white,  and  feels  to  her  swollen.  At  other  times  it  is 
not  painful,  and  she  can  move  it ;  but  during  an  attack,  if  she 
attempts  to  eat,  the  jaws  become  so  painful  that  she  is  quite 
unable  to  do  so,  but  this  condition  passes  off  as  the  tongue 
recovers.  There  is  some  tuberculous  consolidation  of  the 
right  apex  of  the  lung,  which  is  in  a  quiescent  condition.  The 
pulse  is  144;  the  first  apical  sound  is  accentuated,  but  there 
is  no  bruit.  The  urine  is  free  from  albumen,  is  turbid  with 
urates,  but  without  excess  of  pigment.  At  no  time  has  there 
been  any  evidence  of  any  paroxysmal  heemoglobinuria,  and 
the  attacks  of  symmetrical  asphyxia  have  not  been  associated 
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with  any  changes  in  mictui-ition,  nor  with  any  change  in  the 
appeai'auce  of  the  urine. 

The  indurated  condition  of  the  thumbs  and  fingers  referred 
to  above  was  most  marked  in  the  left  hand.  It  was  due  to  a 
diffuse  subcutaneous  fibro-gelatinous  exudation  producing  a 
hidebound  condition,  which  might  to  the  touch  recall  the  idea  of 
sclerodermia.  She  was  treated  with  arsenic  and  cod-liver  oil, 
with  warm  and  stimulating  applications  locally.  Later  on  she 
tried  alkalies  and  quinine  and  salicylate  of  soda  without  benefit. 

During  the  summer  a  few  nodules  developed  on  the 
tendons  of  the  toes,  and  the  feet  became  so  painful,  she  was 
hardly  able  to  get  about  at  all.  The  indurations  on  the  hands 
and  fingers  increased  considerably. 

After  the  patient  left  the  hospital  she  had  an  attack  of 
herpes  on  her  left  side,  which  was  painful  for  a  month.  The 
fibrous  nodules  commenced  to  disappear  in  August,  and  now 
the  majority  have  greatly  diminished  or  disappeared. 

November,  1893. —  She  has  less  pain  in  her  feet,  and  is 
able  to  walk  much  better ;  all  the  nodules  but  one  have  dis- 
appeared. Her  fingers  are  flexed  at  all  the  joints,  especially 
the  second  displaced  to  the  ulnar  side ;  the  terminal  phalanges 
are  much  thinned,  and  she  is  unable  to  move  any  but  the 
thumb  and  the  index  finger,  and  these  but  slightly.  Two 
nodules  remain  on  the  flexor  surface  of  the  wrist,  but  none 
on  the  hands,  none  on  the  body  or  arms,  and  only  one  or 
two  on  the  lower  jaw.  There  is  still  a  large  amount  of 
the  fibrous  exudation  on  the  flexor  surface  of  the  fingers 
and  palm  of  the  hand  along  the  tendon  sheaths.  She  often 
has  attacks  of  asphyxia  of  the  tongue  in  wet  weather, 
and  on  the  left  side  more  than  the  right,  when  it  becomes  very 
anaemic  and  firmer  than  normal.  The  hands  are  very  fre- 
quently, during  the  day,  livid  or  white  with  each  change  of 
temperature.     The  ears  are  only  affected  occasionally. 

Case  B.  Osteo-arthritis  ivWi  fibroid  nodules.  (Shown  as  a 
living  specimen  on  November  24,  1893.) — Sarah  D.,  set.  50. 
Twenty-three  years  ago  acute  arthritis  for  three  months.  For 
many  years  the  hands  have  been  deformed,  and  at  times  there 
are  subacute  attacks  of  inflammation  affecting  many  joints. 

Present  condition. — Typical  osteo-arthritis  with  deformity 
of  many  joints. 

Right  hand. — Terminal  phalanges  flexed,  middle  joint 
over-extended,  metacarpo-phahingcal  joints  enlarged  and  the 
fingei's  bent  towards  the  ulnar  side,  wrist  enlarged.     Imme- 
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diately  above  the  olecranon  there  is  a  dense  fibroid,  irregular, 
subcutaneous  nodule,  half  an  inch  across;  and  two  inches  below, 
there  is  another  projecting  mass  of  similar  character  one  inch 
across.  The  former  has  been  three  years  in  forming,  and  the 
latter  eight  months.  Sometimes  they  are  vei'y  painful,  at  other 
times  they  are  not  so  troublesome.  On  the  palmar  surface 
opposite  the  middle  joint  of  the  second  finger  is  a  third  sub- 
cutaneous fibroid  nodule,  |-  x  j  inch. 

Left  hand. — The  terminal  phalanges  of  first,  second,  and 
fourth  fingers  are  flexed.  The  wrist  and  metacarpo-phalan- 
geal  joints  are  enlarged,  but  there  is  no  ulnar  displacement 
of  the  fingers.  The  patient  is  unable  to  flex  the  middle  joints 
of  the  fingers  in  either  hand.  On  the  inner  and  dorsal 
surface  of  the  terminal  joint  of  the  third  finger,  and  on  the 
radial  and  palmar  side  of  the  terminal  joint  of  the  thumb, 
there  are  small  projecting,  freely  moveable,  subcutaneous, 
hard  fibroid  nodules,  the  size  of  peas. 

The  left  knee-joint  and  the  right  ankle  are  considerably 
enlarged,  and  grate  on  flexion. 

She  is  the  mother  of  sixteen  children.  The  family  have 
always  been  poor,  but  latterly  the  husband  has  been  out  of 
work  for  some  time,  and  they  have  had  very  insufficient  food. 
Pulse  85.  The  heart  and  lungs  are  normal.  The  skin  of  the 
fingers  perspires  freely,  and  is  glossy  at  the  tips. 

Case  C.  Osteo-arthritis  ivith  fihroid  nodules, — Emma  K., 
£et.  37,  married,  two  children,  youngest  six  years  of  age. 

In  good  health  until  November,  1891,  when  she  was  laid 
up  in  bed  for  six  weeks  with  subacute  arthritis  affecting  her 
left  heel,  her  hip,  and  finally  many  joints.  The  pains  in  the 
joints  have  continued  on  and  off  ever  since.  The  pains  in 
the  joints  are  worse  between  the  menstrual  periods^  and  are 
relieved  at  those  times.  The  condition  is  one  of  multiple 
synovitis  with  enlargement  of  several  of  the  finger-joints, 
especially  of  the  first  joints  on  the  first  and  second  fingers  of 
the  right  hand  and  of  the  index  finger  of  the  left,  and  to  a 
less  extent  of  the  wrists.  During  the  summer  she  had  move- 
able fibroid,  painful  subcutaneous  nodules  on  the  inner  side 
of  the  last  joint  of  the  thumb,  on  the  outer  side  of  the  last  joint 
of  the  index  finger,  and  on  the  flexor  surface  of  the  second 
phalanx  of  the  first  and  second  fingers  of  the  right  hand. 

September,  1893. — On  the  left  hand  there  are  nodules 
opposite  the  second  joint  of  the  first  and  second  fingers  ;  on 
the  feet  there  are  several  nodules  on  the  inner  side  of  the 
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metatarsal  bone  of  the  great  toes^  and  on  the  dorsal  surface 
of  the  second  phalanx  of  the  third  and  fourth  toes  on  the  left 
and  of  the  fourth  toe  on  the  right.  These  nodules  have  been 
so  painful  that  for  a  long  time  she  was  unable  to  get  about. 
The  knee-joints  were  distended,  and  there  is  synovial  grating 
on  movement^  which  is  also  present  in  the  shoulder-joints, 
especially  the  left. 

The  condition  of  the  joints  and  the  amount  of  pain  has 
varied,  but  the  swelling  of  some  of  the  joints  and  the  pain 
have  never  disappeared. 

In  September  the  nodules  had  almost  disappeared  from 
the  feet,  and  since  then  those  on  the  hands  have  become  much 
smaller.  The  pulse  was  somewhat  increased  in  rate,  varying 
between  80  and  90,  and  the  temperature  was  raised  to  99°,  and 
reached  100°  on  two  occasions.  There  was  a  basic  functional 
systolic  bruit. 

The  long  duration  of  the  arthritis — two  years,  the  swelling 
of  the  finger-joints,  and  the  grating  in  the  knee  and  shoulder- 
joints  indicate  an  undoubted  osteo-arthritis  of  the  multiple 
synovitis  type. 

Xovember. — Under  treatment  at  home  the  patient's 
condition  has  improved.  There  are  now  nodules  opposite  the 
last  joints  of  the  right  thumb,  and  of  the  first  and  second 
fingers  on  both  hands,  on  the  great,  third,  and  fourth  toes  on 
the  left  side,  and  on  the  fourth  toe  on  the  right. 

I  am  indebted  to  Dr.  A.  E,  Garrod  for  ihe  notes  of  the 
following  case. 

Case  D.  Osteo-arthritis  following  influenza  with  numerous 
subcutaneous  nodules. — Edward  C,  aet.  39  ;  June  26,  1890.  No 
family  history  of  joint  troubles.  Fifteen  years  ago  he  had  a 
slight  attack  of  rheumatism,  with  slight  swelling  and  pains  in 
the  joints.     No  history  of  chorea  or  of  gonorrhoea. 

Influenza  twenty-three  weeks  ago  ;  two  weeks  later  pains 
in  back,  abdomen,  and  afterwards  in  joints.  He  was  in  bed 
seven  weeks  under  Dr.  Taylor,  of  St.  Peter's  Road,  Mile  End  ; 
the  joints  were  red,  shiny,  and  slightly  swollen ;  he  sweated 
profusely.  The  pains  shifted  from  joint  to  joint,  and  have 
never  completely  gone  away.  Nodules  have  been  forming 
since  two  weeks  after  the  joints  were  affected. 

Numerous  nodules  over  scalp,  forehead,  elbows,  palmaris, 
extensor  tendons,  knees  (large  ),&c.,  which  are  curiously  tender. 

Osteo-arthritis  of  hands  with  muscular  atrophy  ;  shoulders, 
hips,  knees,  jaws,  and  feet  affected.     Recently  freckles  have 
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appeared   on   the   back    of  his   hands.      Heart    apex  in   the 
nipple  line,  first  apical  sound  not  pure. 

Dr.  T.  Wallace  Anderson  (2)  reports  the  following  : — Mrs. 
S.,  aet.  50,  with  typical  rheumatoid  arthritis  of  fifteen  years' 
duration,  without  any  history  of  acute  rheumatism.  There 
was  no  cardiac  disease.  There  have  been  for  ten  years  small 
subcutaneous  nodules  on  the  fingers  and  toes,  and  larger  ones 
over  the  ulna  and  patella. 

Dr.  Payne  pointed  out,  at  a  discussion  at  the  Patholo- 
gical Society  in  1883  (3),  that  subcutaneous  nodules  were 
frequently  seen  in  chronic  rheumatoid  arthritis.  He  had 
seen  many  cases  in  which  they  were  present  in  considerable 
numbers  ;  they  were  larger  than  those  occurring  in  children. 
He  raised  the  question  as  to  whether  they  occurred  except  in 
the  neighbourhood  of  inflamed  joints.  (In  the  present  cases 
this  was  undoubtedly  so.) 

Mr.  Hutchinson  and  Dr.  Mahomed  referred  to  similar 
cases.  Mr.  Hutchinson  said  he  had  shown  such  a  case  at  the 
International  Medical  Congress,  and  had  long  known  of  their 
existence. 

Sir  Dyce  Duckworth  (4),  in  vol.xvi  of  the  Transactions oi 
this  Society,  published  a  case  of  subcutaneous  nodules  in  a 
woman  aged  twenty-four  with  rheumatoid  arthritis  of  eight 
years'  duration.  There  were  cracklings  on  moving  the  joints, 
and  several  of  the  finger-joints  were  swollen.  There  was  no 
history  of  rheumatic  fever.  The  nodules  had  been  present 
for  fourteen  months. 

Cases  of  subcutaneous  nodules  with  syphilis. — Lailler  (5) 
described  numerous  small  painful  subcutaneous  tumours  which 
have  appeared  in  syphilitic  patients  under  treatment  by 
iodide  of  potassium,  but  which  disappear  when  the  iodide  is 
suspended. 

Dr.  Stephen  Mackenzie  (6),  Sir  Dyce  Duckworth  (7), 
and  Dr.  Kingston  Fowler  (8)  have  also  recorded  cases. 

Subcutaneous  nodules  ivith  fibrinous  exudation  following 
influenza. — Dr.  Walters  (9)  reported  a  case  of  fibrinous  exu- 
dation around  the  finger- joints  and  in  the  fascias  of  the 
hands,  which  limited  the  movements  of  the  fingers.  There 
were  also  subcutaneous  nodules  about  the  finger-joints.  These 
developed  in  a  man  aged  thirty-four  after  an  attack  of  influ- 
enza. 

Nodules  also  develop  from  other  causes  probably,  which 
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are  at  present  ill  defined,  as  in  the  following  case,  reported  by 
the  late  Dr.  Hadden  (10),  of  a  boy  aged  twelve,  who,  after  a 
sore  throat,  developed  numerous  subcutaneous  nodules  about 
his  knees,  elbows,  and  on  his  scalp  and  back.  There  was  no 
history  of  I'heumatism,  and  no  heart  disease. 

The  view  taken  of  such  cases  as  those  brought  forward 
this  evening  is  largely  determined  by  our  definition  of  osteo- 
arthritis. 

If  we  take  Dr.  Ord's  view  that  osteo-arthritis  is  not  a 
disease,  but  merely  a  symptom  common  to  a  number  of  condi- 
tions after  gout,  rheumatism,  &c.,  we  might  conclude  that  the 
cases  I  have  brought  forward  are  rheumatic  in  origin,  because 
they  have  the  nodules,  but  such  evidence  is  by  no  means  con- 
clusive. 

If  this  view  be  taken,  I  should  wish  to  draw  attention  to 
the  fact  that  with  the  onset  of  acute  arthritis  there  were  no 
nodules,  but  that  only  when  the  joint  mischief  had  led  to 
deformities  such  as  all  would  agree  in  allowing  were  typical 
of  osteo-arthritis  did  the  nodules  develop.  We  must  hold 
either  that  osteo-arthritis  and  rheumatism  are  identical,  or 
that  subcutaneous  nodules  in  adults  may  be  part  of  other 
conditions  than  rheumatism,  e.  g.  osteo-arthritis,  syphilis,  &c. 

Dr.  Angel  Money  (11)  has  pointed  out  that  subcutaneous 
nodules  and  acute  rheumatic  polyarthritis  are  seldom  found 
together,  and  that  the  more  smouldering  the  lesion,  the 
greater  is  the  liability  to  the  formation  of  subcutaneous, 
subcapsular,  and  subserous  nodules. 

It  has  been  generally  accepted  hitherto  that  the  presence 
of  nodules  implied  that  the  rheumatic  process  was  active  and 
was  associated  with  cardiac  changes.  In  none  of  the  cases 
quoted  was  there  any  evidence  of  cardiac  disease. 

It  is  most  probable  that  the  arthritic  condition  was  from 
the  onset  an  osteo-arthritis,  and  was  never  rheumatic.  The 
swelling  of  the  joints  and  their  permanent  injury  followed  the 
first  attack,  and  the  fact  that  the  patients  have  never  been 
well  since  the  onset  bears  out  this  view. 

From  a  consideration  of  the  cases  presented,  and  of  those 
which  have  been  published  by  other  authors,  the  following 
conclusions  may  be  formulated. 

Fibroid  subcutaneous  nodules  may  occur  in  connection 
with  osteo-arthritis.  They  present  the  same  physical 
characters,  and  probably  similar  microscopical  structure  to 
those  found  with  acute  rheumatism  in  children,  but  differ  in 
the  following  points  : 
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1.  They  occur  in  adults. 

2.  They  are  much  more  chronic,  and  last  for  months  or 
years. 

3.  They  are  at  times  extremely  painful  and  tender,  and 
the  painful  state  may  recur  time  after  time. 

4.  They  are  unassociated  with  any  cardiac  lesion. 

5.  They  may  be  the  size  of  minute  shot,  but  occasional 
single  ones  measure  up  to  an  inch  in  diameter. 

On  extensive  exudations  with  chronic  arthritis. 

The  first  case  (A)  also  presents  interesting  features  in  the 
diffuse,  dense,  apparently  fibroid  deposits  producing  a  hide- 
bound condition,  which  quickly  crippled  the  patient's  hands. 

Scarcely  any  book  draws  attention  to  the  occasional 
occurrence  of  such  a  condition  in  connection  with  chronic 
arthritis,  with  the  exception  of  Dr.  A.  E.  Garrod  (12),  who 
points  out  that  Jaccoud  describes  them  under  the  title 
"  Rhumatisme  chronique  fibreux." 

Mr.  Hutchinson  also  has  drawn  attention  to  the  gelatinous 
material,  with  cell  elements  similar  to  granulation  tissue, 
which  deposits  in  the  tendon  sheaths  and  in  the  nodose 
enlargements  over  the  joints  in  osteo-arthritis. 

The  effusion  into  the  tendon  sheaths  was  marked  in  all 
my  cases,  but  the  widely  diffused  fibroid  condition  (which 
was  not,  however,  sclerodermia)  was  only  present  in  one. 

As  a  well-marked  example  of  extensive  exudation  I  would 
quote  from  Dr.  Middleton  the  following,  which  occurred  as 
the  sequel,  however,  of  rheumatism  (13). 

Mrs.  L.,  aet.  39,  had  acute  rheumatism  twenty- six,  and 
again  four  years  ago ;  since  the  last  attack  she  has  frequently 
had  pains  in  her  joints.  There  is  no  cardiac  murmur.  On  the 
flexor  surface  of  the  fingers  of  each  hand  are  some  twenty 
raised  nodular  masses,  the  larger  being  lobulated,  presenting 
the  appearance  of  a  knotted  blackthorn  stick.  At  times  they 
are  free  from  pain,  but  they  are  liable  to  become  very  pain- 
ful, especially  when  they  are  growing.  The  joints  crepitate. 
On  removal  the  nodules  are  found  to  consist  of  connective 
tissue,  the  central  part  being  free  from  vessels ;  but  in  the 
periphery  the  arteries  are  abnormally  numerous,  and  in  many 
instances  the  coats,  especially  the  intima,  are  greatly 
thickened  by  cell  infiltration.  There  is  cell  infiltration  for 
a  considerable  distance  from  the  vessels. 

Dr.  Pasteur  (14)  reported  to  this  Society  a  case  of 
multiple  arthritis  in  a  girl  aged  eight  and    three    quarters 


Dr.  Pitt's  Cases  of  Fibroid  Nodules  ivith  Osteo-arthritis.      63 

in  whom  there  was  a  tendency  to  a  general  limitation  of 
movement  with  shortening  of  the  flexor  tendons,  and  a  general 
wasting  and  tightening  of  the  deeper  structures,  but  whether 
this  was  due  to  a  fibrinous  exudation  is  rather  uncertain. 

Dr.  Barlow  (15)  reported  a  case  of  a  child  aged  eleven 
and  a  half  with  painful  chronic  arthritis,  in  whom  there 
was  a  general  thickening  of  the  subcutaneous  tissues  of  the 
arm  and  forearm,  suggesting  an  approximation  to  a  hide- 
bound condition.  The  fingers  were  often  blue,  and  the  tips 
white  and  tapering.  There  were  nodules  on  the  palmaris 
tendon. 

Lancereaux  (16)  has  recorded  the  case  of  a  woman  aged 
fifty,  with  chronic  osteo-arthritis  and  deformity.  For  two 
years  she  had  had  sclerodermia  of  the  extremities  and  face. 
The  skin  was  indurated,  marble-white,  and  hidebound.  The 
face  looked  like  a  mask  of  wax.  She  had  pei'iodic  attacks  of 
intense  pain  in  the  limbs. 

In  some  of  these  cases  the  hidebound  condition  would 
appear  to  correspond  to  that  in  Case  A,  but  in  others  the 
resemblance  may  only  be  apparent. 

On  the  structure  of  the  nodules. 

I  have  not  had  the  opportunity  of  examining  a  nodule 
from  these  cases,  but  the  minute  ones  resemble  in  physical 
characters  those  described  in  acute  rheumatism,  and  the  large 
nodular  masses  agree  with  those  described  by  Dr.  Middleton 
(13),  and  I  have  but  little  doubt  that  they  are  practically 
identical. 

Nepven  (17)  gives  the  following  description  of  a  nodule 
removed  from  a  case  with  acute  rheumatism.  Two  sharply 
defined  necrotic  granular  centi-es  surrounded  by  endothelial 
and  white  cells,  densely  packed,  which  extended  chiefly  along 
the  lymphatics.  In  a  small  arteriole  was  a  pale  disintegrat- 
ing clot.  There  were  numerous  cells  round  some  of  the 
arteries,  probably  due  to  emboli  which  set  up  inflammation. 

Dr.  Cavafy  (18)  has  pointed  out  that  the  nodules  are  very 
vascular,  the  inner  coat  of  the  arteries  enormously  thickened 
so  as  nearly  to  obliterate  the  lumen  in  places ;  the  adventitia 
is  blended  with  the  fibrous  tissue. 

The  accounts  of  Garrod  and  other  observers  agree  in 
noting  the  granular  necrobiotic  centre,  the  dense  organising 
connective  tissue  around,  with  an  evidence  of  extreme  irrita- 
tion as  shown  by  cell  exudation  and  of  marked  endarteritis. 

I  would  particularly  draw  attention  to  the  structure  of  the 


64     Dr.  Pitt's  Cases  of  Fibroid  Nodules  with  Osteo-arthritis. 

minute  nodules^  and  to  the  occasional  occurrence  of  abundant 
fibrinous  exudations,  which  Dr.  Middleton  has  shown  have, 
in  rheumatic  cases,  an  identical  structure.  These  may  occur 
as  large  nodules  or  as  a  diifuse  sheath,  some  of  which  latter 
have  probably  been  described  as  sclerodermia,  although  it  is 
doubtful  whether  they  are  identical  with  it. 

The  extensive  formation  of  minute  nodules  and  of  diffuse 
exudation  producing  a  wide-spread  peripheral  endarteritis 
affords  a  satisfactory  explanation  of  the  peripheral  asphyxia 
in  Case  A.  Possibly  the  cold  extremities  which  are  so  con- 
stantly present  in  osteo-arthritis  are  a  slight  form  of  the  same 
condition. 

In  this  connection  the  observations  of  Prof.  Max  Schiiler 
(19)  are  of  great  interest.  He  has  found  in  the  swellings 
and  exudations  of  osteo-arthritis  bacilli  about  2*5  ju  x  1  ju, 
almost  straight,  which  he  cultivated  in  the  dark  at  a  tem- 
perature of  25°  C.  They  liquefy  gelatine.  When  '5 — 1  gramme 
of  the  cultivation  is  injected  into  the  knee  of  a  rabbit, 
inflammation  and  distension  of  the  capsule  without  suppura- 
tion ensues ;  they  produce,  according  to  him,  a  chronic 
arthritis.  Should  these  observations  be  confirmed,  they 
would  appear  to  explain  many  difficulties  with  regard  to  the 
nodules.  The  marked  endarteritis,  the  extreme  cell  exudation 
around,  and  the  recurrent  attacks  of  inflammation  in  the 
nodules,  which  are  inexplicable  if  the  nodules  consisted  solely 
of  exudation  which  had  organised,  at  once  receive  a  more 
satisfactory  explanation. 
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XI. — Empyema  in  a  Man  aged  thirty-six,  ivith  com- 
lolete  and  permanent  Collapse  of  the  Lung.  By 
W.  G-.  Spencer.     Bead  December  8,  1893. 

WHEN  ttis  case  was  first  seen  by  me  the  disease  liad 
already  gone  so  far  that  a  cure  could  hardly  be  looked 
for.  The  measures  used,  however,  seem  to  have  lengthened 
his  life  by  nearly  a  year. 

An  engineer,  tall  and  broad  in  the  chest,  had  served  on  a 
ship,  and  suffered  in  India  from  ague  and  enteric  fever.  In 
1888  he  had  an  attack  of  pneumonia.  During  1891  he 
worked  in  the  heat  of  an  engine-room  in  London,  and  in  the 
latter  half  of  this  year  began  to  feel  "  tightness  across  the 
chest,''  and  noticed  some  bulging  and  pain  in  the  left  side. 
The  symptoms  increased,  he  gradually  became  weaker,  had 
in  the  end  to  give  up,  and  went  into  an  infirmary.  In 
February,  1892,  a  small  incision  was  made  into  the  thorax 
just  above  the  diaphragm,  in  the  line  of  the  left  nipple,  where 
it  appears  the  empyema  was  pointing,  and  much  pus  came 
out.  In  June,  1892,  another  opening  was  made  by  excising 
one  inch  of  the  tenth  rib  in  the  anterior  axillary  line.  The 
cavity  was  washed  out  twice  daily  with  boric  acid  lotion,  not 
much  pus  escaping  between  the  dressings ;  the  temperature 
ranged  between  100°  and  101°  F.  at  night,  and  he  became  so 
weak  that  he  could  not  sit  up  in  bed  without  aid. 

He  came  under  my  care  at  the  end  of  August,  1892,  with 
two  valvular  openings,  from  which  a  large  amount  of  pus, 
perhaps  between  one  and  two  pints,  passed  daily,  chiefly 
when  dressed,  and  he  was  so  feeble  that  he  could  scarcely 
have  lived  a  fortnight  longer.  My  colleagues,  Drs.  Sturges 
and  de  Havilland  Hall,  repeatedly  examined  the  man  with 
me  in  the  course  of  his  illness,  but  they  could  never  find  any 
certain  signs  of  disease  in  the  right  lung,  and  the  urine 
continued  normal  throughout.  He  had  occasionally  a  cough, 
but  without  tubercular  expectoration. 

On  August  31, 1892,  I  removed  portions  of  five  ribs,  from 
the  seventh  to  the  eleventh,  in  the  posterior  axillary  line, 
and  as  the  free  drainage  which  followed  caused  the  patient 
to  greatly  improve,   I  was  able   on   October  11    to  excise 
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pieces  from  the  third  to  the  sixth,  as  well  as  some  more 
portions  from  the  lower  ribs.  The  pleural  cavity  was 
syringed  out  twice  daily,  and  iodoform  emulsion  injected. 
By  December,  1892,  he  could  walk  out  of  doors  for  two 
hours,  but  then  the  improvement  came  to  a  standstill,  and  he 
was  urged  to  submit  to  a  further  removal  of  ribs  and  pleura. 
He  felt,  however,  so  much  better  that  he  refused,  and  left  the 
hospital.  Two  months  afterwards  he  came  back  as  weak  as 
when  first  seen ;  his  weight  had  fallen  to  8  stone,  and  the 
temperature  rose  at  night  to  105°  F. 


Fig.  8. 


Fig.  9. 


After  another  month  spent  in  trying  to  regain  lost  ground, 
I  took  away,  on  March  14,  1893,  the  ribs  and  pleura  from 
the  second  to  the  eleventh,  as  far  outwards  as  I  could  reach 
by  retracting  the  scapula  without  actually  separating  its 
attachments,  and  below  the  scapula  to  within  one  or  two 
inches  of  the  transverse  processes  of  the  vertebrae.  In  front 
I  kept  a  little  outside  the  junction  of  the  bony  ribs  with 
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their  cartilages.  The  cavity  was  filled  daily  with  cyanide 
gauze  steeped  in  iodoform  emulsion,  and  the  patient  again 
improved.  The  purulent  dischai'ge  quickly  sank  to  a  very 
small  amount,  and  the  surface  of  the  cavity  became  covered 
by  vascular  granulations.  In  June  he  could  walk  in  the 
open  air,  and  the  temperature  had  become  normal :  that  he 
did  not  gain  weight  was  the  chief  bad  sign.  In  the  latter 
part  of  June  he  went  to  the  Swanley  Convalescent  Home. 
There,  the  weather  becoming  unusually  hot,  he  was  attacked 
by  diarrhoea,  and  was  sent  back  only  to  die. 

At  the  post-mortem  examination  on  July  14,  1893,  the 
left  lung  was  found  completely  collapsed  in  the  upper  part  of 
the  costo-vertebral  groove.  The  right  lung  was  hyper- 
trophied,  having  numerous  fibroid  tubercles  in  it  and  one 
cavity  about  ^  inch  in  diameter.  There  was  no  sign  of 
active  tuberculosis.  The  left  pleural  cavity  had  been 
reduced  to  much  less  than  half  that  of  the  opposite  side,  the 
remaining  pleura  being  very  thick,  and  the  corresponding 
half  of  the  diaphragm  slightly  concave.  The  spine  had 
remained  quite  straight,  and  the  cut  ends  of  the  ribs  stuck 
directly  out.  There  were  some  enlarged  and  caseous  medias- 
tinal glands ;  the  liver  and  spleen  yielded  a  markedly 
amyloid  reaction,  and  the  kidney  showed  traces  of  the  same. 

The  treatment,  in  short,  of  this  case  was  as  follows  : 

The  empyema  was  unnoticed  and  not  incised  until  the 
lung  had  become  permanently  collapsed.  For  six  months 
after  incision  it  drained  through  valvular  openings,  during 
which  the  patient  became  very  weak.  Free  openings,  fol- 
lowed by  a  diminution  in  the  volume  of  the  cavity  and  the 
injection  of  iodoform,  caused  the  man  to  mend  greatly.  A 
removal  of  the  ribs  and  pleura  not  covered  by  the  scapula, 
and  the  application  of  antiseptic  gauze  to  the  interior  of  the 
cavity,  reduced  the  discharge  to  a  minimum. 

The  course  of  the  case  offers  several  points  worthy  of 
notice. 

The  anaesthetics  used  were  gas  and  ether,  but  he  was  not 
long  under,  for  the  pulse  rapidly  fell  away  and  the  breathing 
became  irregular ;  consequently  the  operations  were  of  limited 
extent  and  hastily  done.  After  each  operation  there  was 
much  shock,  so  that  brandy  was  needed  every  half-hour  in 
teaspoonfuls  for  two  days  or  more.  The  heart  could  be  seen 
beating  within  the  pericardium,  hanging  in  the  cavity  of 
the  thorax  like  the  clapper  of  a  bell,  and  "  erecting  itself" 
at    each    systole.      The    shrunken    dark-coloured    lung   lay 
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against  the  spine.  Whenever  a  forcible  expiration  occurred, 
the  opposite  lung  bulged  across  the  middle  line,  pushing 
the  heart  before  it,  so  that  at  intervals  during  the  opera- 
tions the  heart's  apex  was  pushed  outwards  into  the  wound. 
When  the  ribs  and  pleura  were  cut  near  the  spine  there 
was  free  venous  bleeding.  Although  this  quickl}"  stopped 
on  pressure,  yet  it  was  sufficient  to  prevent  the  ribs,  in  the 
weak  state  of  the  patient,  fi'om  being  removed  right  up  to 
the  transverse  processes.  The  diaphragm  on  the  left  side 
when  first  examined  was  still  convex ;  later  it  became  flat 
and  then  saucer-shaped,  so  that  the  pus  tended  to  collect 
on  its  upper  surface  unless  removed  by  the  gauze,  although 
the  wound  extended  down  to  the  attachments  of  the  dia- 
phragm. 

Owing  to  the  age  of  the  man  the  condition  of  the  chest 
was  quite  different  from  that  found  in  the  young ;  even  when 
the  rest  had  been  excised  the  necks  and  angles  of  the  ribs 
rigidly  held  their  position  in  connection  with  the  spine,  and 
failed  to  sink  down  and  in.  Granted  the  lung  permanently 
collapsed,  the  patient  would,  no  doubt,  have  lived  longer 
had  the  larger  operation  and  the  filling  of  the  pleural  cavity 
with  gauze  checked  at  an  earlier  period  the  flow  of  pus.  But 
a  complete  closure  of  the  empyema  was  beyond  hope.  As  an 
exercise  on  the  cadaver,  all  the  ribs  can,  of  course,  be  removed 
from  one  side ;  but  will  this  procedure  ever  come  within  the 
range  of  practice  ?  And  even  if  all  the  ribs  were  removed 
from  their  necks  to  their  cartilages,  could  one  half  of  the 
thorax  become  completely  obliterated  in  an  adult  ? 
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XII. — Acute  Phthisis  following  the  destruction  of  the 
Mucous  Membrane  of  the  Stomach  by  Corrosive 
Fluids.  By  W.  Soltau  Fbnwick,  M.D.Lond. 
Bead  January  12,  1894. 

CASE  1. — A  potman,  34  years  of  age,  was  admitted  into  the 
London  Hospital  on  October  16,  1888,  with  the  sym- 
ptoms of  acute  irritant  poisoning,  having  swallowed  some 
oxalic  acid  about  an  hour  previously. 

After  the  administration  of  the  usual  remedies  the  stage 
of  collapse  gradually  passed  off,  but  the  patient  complained 
of  a  burning  pain  at  the  epigastrium  attended  with  frequent 
retching.  Dmnng  the  next  twenty-four  hours  the  pain  and 
vomiting  continued  severe,  and  the  ejecta  on  several  occa- 
sions contained  traces  of  altered  blood.  On  the  third  day  of 
his  illness  he  had  an  attack  of  meleena,  and  this  symptom 
recurred  several  times. 

For  a  fortnight  after  taking  the  poison  the  patient  con- 
tinued to  exhibit  the  symptoms  of  severe  inflammation  of  the 
stomach,  violent  attacks  of  vomiting  ensuing  on  every 
attempt  to  swallow  any  form  of  food. 

On  November  5,  nineteen  days  after  the  commencement 
of  the  disease,  it  was  noted  that  the  patient  had  only  been 
sick  twice  during  the  preceding  foi'ty-eight  hours,  and  could 
now  swallow  small  quantities  of  liquid  nourishment.  There 
was  still  considerable  pain  over  the  region  of  the  stomach, 
increased  by  pressure  with  the  hand. 

On  November  10  vomiting  again  became  urgent,  the 
ejecta  consisting  of  an  exceedingly  sour-smelling  fluid  which 
contained  a  large  quantity  of  lactic  acid  but  appeared  devoid 
of  any  trace  of  free  hydrochloric  acid.  Numerous  torulae  and 
bacteria  were  detected  with  the  microscope. 

One  month  after  admission  it  was  noted  that  the  patient 
vomited  once  or  twice  a  day,  about  20  ounces  of  sour  fluid 
devoid  of  any  free  hydrochloric  acid  being  ejected  on  each 
occasion.  There  was  still  considerable  pain  experienced  at 
the  epigastrium  after  taking  liquid  food.  The  stomach  was 
found  to  extend  one  inch  below  the  navel,  and  pressure  over 
the  pyloric  region  gave  rise  to  pain. 

A  fortnight  later,  on  November  27,  the  dilatation  of  the 
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stomacli  was  found  to  be  more  apparent,  and  the  amount  of 
the  daily  vomit  measured  70  ounces.  No  free  hydrochloric 
acid  could  be  detected  in  it. 

By  December  10  the  patient  was  sufficiently  recovered  to 
be  able  to  leave  his  bed  for  a  few  hours  daily.  He  was  now 
able  to  take  small  quantities  of  bread  and  milk  and  similar 
food  without  vomiting,  but  the  more  solid  forms  of  nourish- 
ment gave  rise  to  immediate  pain  at  the  epigastrium, 
and  were  speedily  rejected.  The  body  weight,  which  on 
admission  was  said  to  have  exceeded  10|-  st.,  was  now  only 
7  st.  8  lbs. — a  loss  of  rather  less  than  3  st.  The  tempe- 
rature remained  steadily  at  a  point  somewhat  below  the 
normal,  the  tongue  was  flabby  and  indented  by  the  teeth, 
and  the  bowels  were  obstinately  confined.  The  stomach  was 
now  found  to  extend  2|-  inches  below  the  umbilicus,  and  to 
present  a  well-marked  splash,  which  was  audible  to  the  patient 
himself  when  he  turned  over  in  bed.  Under  these  circum- 
stances it  was  determined  to  wash  out  the  stomach  with 
warm  water,  the  operation  being  performed  by  means  of  a 
glass  funnel  and  a  soft  tube. 

The  daily  employment  of  lavage  combined  with  careful 
feeding  brought  about  a  rapid  improvement  in  the  general 
condition.  A  month  later,  on  January  14,  the  body  weight 
had  increased  by  7  lbs.  The  patient  still  complained  of 
attacks  of  severe  pain  at  the  epigastrium,  occurring  at  irregu- 
lar inteiwals  but  always  aggravated  by  the  ingestion  of  food. 
The  vomiting  had  also  diminished  in  severity,  and  sevei'al 
days  sometimes  elapsed  between  the  attacks.  On  pumping 
air  into  the  stomach  by  means  of  a  hand  bellows  the  lower 
border  of  the  organ  was  found  to  extend  about  2  inches 
below  the  umbilicus.  No  trace  of  free  hydrochloric  acid 
could  be  discovered  in  the  fluid  extracted  from  the  stomach. 

On  January  25  the  patient  complained  of  feeling  chilly, 
and  thought  he  had  caught  a  cold  while  walking  in  the 
garden.  The  following  week  it  was  noted  that-  the  patient 
was  not  so  well.  He  had  now  a  troublesome  cough  attended 
with  slight  expectoration,  and  was  much  disturbed  at  night  by 
profuse  perspirations.  The  temperature  also,  which  pre- 
viously had  remained  constantly  below  the  normal  point,  now 
registered  101°  F.  in  the  morning,  and  102"5°  F.  at  night. 
The  vomiting  was  very  troublesome,  and  the  steady  increase 
in  weight  was  not  maintained.  The  physical  signs  denoted 
the  existence  of  some  general  bronchitis. 

A  fortnight  later,  on  February  13,  the  body  weight   had 
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decreased  by  nearly  7  lbs.  The  patient  was  very  weak,  and 
troubled  by  constant  cough  and  expectoration.  Compa- 
rative dulness  on  percussion  was  detected  at  the  right  apex, 
with  numerous  moist  crepitations  on  inspiration. 

From  this  time  onward  the  pulmonary  condition  rapidly 
developed.  At  the  commencement  of  March  the  upper  part 
of  the  right  lung  was  comparatively  dull  as  far  as  the  fourth 
rib,  with  the  auscultatory  signs  of  consolidation;  while  an 
impaired  note  at  the  left  apex  and  right  base  posteriorly, 
with  abundant  moist  sounds,  gave  evidence  of  the  wide-spread 
character  of  the  disease. 

On  March  8,  the  patient  had  a  sharp  attack  of  haemop- 
tysis. The  expectoration  was  found  to  contain  numerous 
tubercle  bacilli.  The  temperature  seldom  declined  below 
103°,  and  occasionally  registered  over  104°.  Along  with  the 
development  of  the  pulmonary  disease  the  gastric  condition 
became  worse.  Vomiting  now  occurred  frequently,  and  the 
spasmodic  attacks  of  pain  required  the  constant  exhibition  of 
morphine  for  their  relief.  The  patient's  strength  rapidly  failed, 
and  he  eventually  succumbed  to  extreme  exhaustion  on  April 
5,  1889,  rather  less  than  six  months  after  taking  the  oxalic 
acid,  and  about  six  weeks  after  the  onset  of  the  pulmonary 
symptoms. 

At  the  post-mortem  examination  the  lungs  were  found  to  be 
the  seat  of  an  acute  tuberculous  process  which  involved  their 
whole  tissue  from  apex  to  base.  In  the  upper  lobe  of  the 
right  lung  there  was  a  cavity  the  size  of  a  large  walnut.  The 
stomach  was  greatly  dilated,  and  contained  54  oz.  of  fluid.  In 
the  cardiac  and  middle  zones  the  mucous  membrane  exhibited 
a  peculiar  glistening  appearance,  and  was  firmly  adherent  to 
the  muscular  coats,  the  whole  wall  of  the  organ  being  remark- 
ably thin  and  transparent.  Radiating  over  the  surface  were 
a  number  of  fibrous  bands  of  the  nature  of  superficial  cica- 
trices. The  mucous  membrane  in  the  pyloric  region  was 
abnormally  thick,  and  presented  the  characteristic  features  of 
the  etat  manielonne.  The  pyloric  orifice  had  been  narrowed 
by  the  thickening  and  contraction  of  the  mucous  membrane 
in  its  immediate  neighbourhood,  and  would  only  admit  the 
passage  of  a  small  catheter.  On  microscopic  examination 
the  mucous  membrane  in  the  cardiac  and  middle  thirds  of  the 
organ  was  found  to  have  been  converted  into  a  layer  of 
fibrous  tissue  a  few  lines  in  thickness,  in  which  little  or  no 
indication  of  the  former  structure  of  the  stomach  could  be 
detected.     The  other  organs  were  normal. 
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Case  2. — A  gentleman,  aet.  32,  came  under  treatment  in 
May,  1886,  for  a  chronic  disorder  of  the  stomach. 

He  stated  that  when  abroad  some  five  months  previously 
he  had  accidentally  swallowed  some  nitric  acid,  and  had  been 
immediately  seized  with  great  pain  in  the  abdomen  and 
vomiting.  As  the  result  of  this  accident  he  had  been  forced 
to  keep  his  bed  for  nearly  two  months,  and  for  many  weeks 
had  been  unable  to  take  any  form  of  nourishment  by  the 
mouth  without  vomiting. 

He  now  complained  that  whenever  he  attempted  to  swallow 
solid  food  it  appeared  to  stick  in  the  gullet  and  gave  rise  to 
pain  at  the  lower  part  of  the  chest  on  the  left  side,  and  was 
usually  vomited  within  a  short  time.  When  he  swallowed  a 
mouthful  of  liquid  the  fluid  appeared  to  trickle  slowly  into 
the  stomach  past  some  obstruction,  but  if  he  attempted  to 
drink  quickly  the  major  part  of  it  regurgitated  at  once.  Even 
when  food  did  reach  the  stomach  it  invariably  caused  con- 
siderable pain  at  the  epigastrium,  and  was  often  rejected. 
On  several  occasions,  especially  at  the  beginning  of  his 
illness,  he  had  vomited  blood,  the  last  attack  having  occurred 
five  weeks  previously.  The  bowels  were  obstinately  confined. 
Before  the  commencement  of  the  disorder  he  had  always 
enjoyed  excellent  health,  and  as  far  as  he  was  aware  none  of 
his  family  had  suffered  from  phthisis. 

On  examination  the  patient  was  found  to  be  extremely 
anaemic  and  emaciated,  and  according  to  his  own  statement 
had  lost  nearly  4  st.  in  weight.  The  pulse  was  small 
and  feeble,  the  temperature  97°,  and  the  tongue  covered  with 
a  thick  fur.  The  breadth  was  very  sour  and  offensive.  The 
stomach  was  considerably  dilated,  and  the  lower  border  ex- 
tended two  fingers'  breadth  below  the  level  of  the  umbilicus. 
The  peristaltic  movements  were  faintly  visible,  and  a  well- 
marked  splash  was  obtained  on  palpation.  The  whole  of 
the  epigastric  region  was  somewhat  tender,  and  pressure  over 
the  pyloric  extremity  caused  pain.  The  other  organs  were 
normal. 

The  distinct  history  of  corrosive  poisoning,  coupled  with  the 
symptoms  and  physical  signs  just  narrated,  seemed  to  point  to 
a  constriction  at  the  lower  end  of  the  oesophagus  along  with 
chronic  gastric  catarrh  and  stenosis  of  the  pylorus.  It  was 
accordingly  determined  to  wash  out  the  stomach  regularly 
and  to  administer  food  by  means  of  the  tube.  On  attempt- 
ing to  pass  a  soft  tube  some  resistance  was  encountered  at 
a  spot   about   42  cm.  from  the   incisor   teeth,  but   this  was 
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easily  overcome  and  the  stomach  thoroughly  washed  out. 
The  fluid  extracted  from  the  organ  was  yellowish-brown  in 
colour,  and  very  sour-smelling.  It  contained  a  large  quantity 
of  lactic  acid,  but  appeared  devoid  of  free  hydrochloric  acid. 
Lavage  was  afterwards  performed  daily,  and  the  patient  soon 
learned  to  accomplish  it  for  himself.  The  effect  of  keeping 
the  stomach  clean  and  administering  food  through  the  tube 
soon  became  apparent ;  the  pain  and  vomiting  were  consider- 
ably relieved  and  the  patient  rapidly  gained  in  weight. 

Three  months  later  the  patient  had  increased  his  weight 
by  more  than  a  stone.  He  still  complained  of  attacks  of  pain 
in  the  region  of  the  stomach,  which  were  aggravated  by  the 
ingestion  of  food,  but  the  vomiting  was  much  less  trouble- 
some. On  examination  the  epigastrium  was  still  tender,  espe- 
cially over  the  pyloric  region  of  the  stomach.  The  stomach 
itself  showed  signs  of  considerable  dilatation,  and  on  being 
distended  with  air  the  lower  border  reached  several  inches 
below  the  navel.  Xo  free  hydrochloric  acid  could  be  detected 
in  its  contents. 

Six  weeks  later  (nine  and  a  half  months  after  swallowing 
the  acid)  the  patient  expressed  himself  as  feeling  much 
worse.  For  a  fortnight  he  had  been  troubled  with  a  severe 
cough  and  expectoration,  and  had  lost  several  pounds  in 
weight.  At  night  his  sleep  was  disturbed  by  profuse  sweats, 
and  each  paroxysm  of  the  cough  brought  on  an  attack  of 
vomiting  with  severe  pain  at  the  epigastrium. 

The  temperature  now  registered  102°,  the  pulse  was  quick, 
and  the  patient  seemed  to  suffer  from  some  dyspnoea.  The 
stomach  was  found  to  extend  as  low  down  as  a  spot  midway 
between  the  umbilicus  and  the  pubes,  and  presented  a  loud 
splash.  The  percussion  note  over  the  upper  part  of  the  left 
chest  was  comparatively  dull  as  far  as  the  fourth  rib,  and 
coarse  moist  sounds  were  audible  over  this  area.  The  per- 
cussion note  was  also  defective  at  the  right  base  posteriorly, 
and  numerous  rhonchi  with  occasional  crepitations  were  to 
be  heard  scattered  over  the  whole  chest. 

From  this  time  the  pulmonary  phenomena  pursued  an 
acute  course.  Tubercle  bacilli  were  demonstrated  in  the 
expectoration,  the  gastric  symptoms  became  greatly  aggra- 
vated, and  the  patient  succumbed  seven  weeks  after  the  first 
appearance  of  the  phthisical  symptoms,  and  rather  more  than 
ten  months  after  taking  the  nitric  acid. 

At  the  autopsy  both  lungs  were  found  to  be  studded  with 
caseous  tubercle,  which  in  many  places  had  already  broken 
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down  into  small  cavities^  notably  in  the  left  upper  lobe. 
The  stomacli  was  enormously  dilated,  and  occupied  the 
greater  part  of  the  anterior  aspect  of  the  abdominal  cavity. 
At  the  lower  end  of  the  oesophagus,  for  about  7  inches,  the 
mucous  membrane  showed  evidences  of  longitudinal  scarring. 
About  H  inches  from  the  cardiac  orifice  the  tube  was  dis- 
tinctly dilated  and  its  wall  thickened,  while  just  above  its 
termination  there  existed  a  cicatrix,  involving  a  quarter  of  its 
circumference  and  causing  considerable  narrowing  of  its 
lumen.  The  stomach  contained  a  large  quantity  of  fluid  and 
gas.  In  the  fundus  of  the  organ  the  mucous  membrane  had 
undergone  post-mortem  digestion,  but  elsewhere  the  whole  of 
the  secreting  surface  was  found  to  have  been  completely 
destroyed,  and  a  thin  layer  of  fibrous  tissue  was  all  that  re- 
mained to  represent  the  mucous  membrane.  Close  to  the 
pylorus  and  situated  on  the  lesser  curvature  there  was  a 
chronic  ulcer  about  the  size  of  a  florin.  The  edges  were 
thick  and  irregular,  and  the  base  was  formed  of  the  muscular 
coat  of  the  organ.  The  contraction  of  the  edge  of  this 
ulcer  had  produced  a  puckering  of  the  surrounding  tissues, 
and  so  contracted  the  pyloric  orifice  that  it  would  only  admit 
the  introduction  of  a  lead  pencil.  The  other  organs  were 
normal. 

In  the  'Bulletins  de  la  Societe  Anatomique  de  Paris'  (p.  309, 
1880),  M.  Robert  gives  the  details  of  a  case  the  main  features 
of  which  are  almost  exactly  similar  to  the  preceding.  The 
patient,  a  man  32  years  of  age,  was  attacked  with  the  sym- 
ptoms of  severe  inflammation  of  the  stomach  after  swallowing 
some  nitric  acid.  The  organ  was  found  to  be  much  dilated,  and 
he  suffered  from  several  attacks  of  hgematemesis.  At  the  end  of 
ten  months  he  suddenly  developed  a  cough  accompanied  by 
fever,  and  soon  exhibited  all  the  signs  of  acute  phthisis.  At 
the  end  of  six  weeks  he  succumbed  to  pneumothorax.  At  the 
autopsy  a  chronic  ulcer  was  found  in  the  pyloric  region  of 
the  stomach,  causing  contraction  of  the  orifice.  Elsewhere 
the  inner  surface  of  the  organ  presented  a  smooth,  shining 
appearance,  with  cicatricial  bands  radiating  in  all  directions. 
Both  lungs  were  profusely  studded  with  the  so-called  broncho- 
pneumonic  tubercle,  and  a  small  cavity  in  the  left  upper  lobe 
had  ruptured  into  the  pleural  sac. 

The  three  cases  just  cited  are  almost  identical  in  their 
clinical  and  pathological  features.  In  each  case  the  corrosive 
fluid  had  given  rise  to  severe  inflammation  with  subsequent 
destruction  of  the   secretins;  surface   of  the  stomach.      The 
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onset  of  the  pulmonary  disease  of  the  body  was  always 
heralded  by  a  sudden  elevation  of  the  temperature,  which 
previously  had  remained  constantly  below  the  normal  point. 
Although  none  of  the  patients  possessed  a  family  tendency 
to  phthisis,  the  disease  in  each  case  ran  a  very  acute  course, 
extending  over  a  period  of  about  six  weeks.  It  is  also  worthy 
of  remark  that  in  the  two  instances  where  the  vomit  was 
systematically  examined  no  trace  of  free  hydrochloric  acid 
could  ever  be  detected. 


76        Dr.  Tyson's  Case  of  Suppurating  Hydatid  Cyst. 


XIII. — A  case  of  Suppurating  Hydatid  Cyst  of  the 
Liver,  opened  through  the  chest  wall.  By  W.  J. 
Tyson,  M.D.     Read  January  12,  1894. 

FG.,  set.  31,  a  laundress.  Married  at  age  of  eighteen; 
•  has  been  a  widow  for  five  years  ;  has  had  five  children, 
all  of  whom  are  living;  no  miscarriages.  Has  never  been 
abroad. 

History. — In  1888  she  suffered  from  a  slight  attack  of 
jaundice,  lasting  a  fortnight ;  says  that  she  has  attacks  of  in- 
digestion occasionally. 

In  October  of  1891  began  to  feel  unwell,  and  in  January, 
1892,  became  jaundiced  and  was  quite  poorly.  On  February  8 
she  was  admitted  into  the  Victoria  Hospital,  Folkestone,  the 
jaundice  having  almost  disappeared  just  before  admission. 

On  admission. — The  liver  extends  4  inches  below  the 
margin  of  the  right  ribs ;  there  is  no  tenderness  on  pressure. 
The  lungs  and  heart  are  normal ;  the  spleen  is  not  enlarged ; 
the  urine  contains  no  albumen.  The  evening  temperature  is 
101°. 

February  19. — The  liver  dulness  has  slightly  increased, 
and  there  is  now  some  tenderness  on  palpation. 

On  examining  the  chest  there  is  found  dulness  extending 
on  the  right  side  behind  from  the  apex  to  the  base  of  the 
lung,  but  more  pronounced  in  the  lower  half;  the  breath- 
sounds  are  deficient,  and  there  is  loss  of  tactile  vibration. 

The  left  chest  is  not  affected  in  any  way.  The  evening 
temperature  has  risen  to  103°;  the  morning  is  just  above 
normal. 

February  23. — The  liver  now  extends  downwards  for  9 
inches,  the  edge  being  close  to  the  pubes ;  there  is  also  dulness 
for  3  inches  above  the  lower  margin  of  the  ribs  in  front ; 
it  is  not  tender  or  lumpy  to  the  feel.  The  heart's  apex  beats 
just  below  the  left  nipple.  In  the  left  chest  there  is  puerile 
breathing  and  free  movement ;  it  is  resonant  from  apex  to 
base.  The  right  chest  shows  the  same  signs  as  those  observed 
on  the  19th  inst.,  with  the  addition  of  a  deficiency  of  move- 
ment of  the  chest  wall,  and  a  general  fulness  of  the  side, 
which  on  measurement  gave  an  increase  of  2  inches  above 
that  of  the  left  side,  being  16|  inches.  Temperature  remains 
the  same. 

February  26. — The  chest  signs  remaining  as  before,  chloro- 
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form  was  given  and  the  chest  aspirated  in  the  eighth  inter- 
costal space  behind,  1  inch  below  the  angle  of  scapnla  and 
3  inches  to  the  outer  side  of  it,  when  23  oz.  of  a  yellowish, 
serum-like  fluid  was  drawn  off,  the  sediment  of  which  showed 
leucocytes  only. 

February  28. — The  liver  had  ascended  3  inches ;  the 
apex  of  the  heart  beats  just  inside  the  nipple.  The  dulness 
is  less  marked  in  the  right  chest  behind,  but  this  is  princi- 
pally noticeable  in  the  upper  half,  there  being  little  difference 


A,  B,  c  represents  size  of  liver  on 
admission,  Feb.  8.  A,  B,  D,  c 
shows  the  size  on  Feb.  23. 


Shows  the  pleuritic  effusion,  Feb.  23. 


in  the  lower  half ;  breath-sounds  are  now  heard  close  to  the 
spinal  column  from  apex  to  base  of  lung,  but  away  from  the 
spine  only  in  the  upper  part  of  chest. 

March  3. — The  chest  was  again  aspirated  in  the  same  in- 
tercostal space  as  before,  but  three  inches  nearer  to  the 
middle  line  ;  1  oz.  of  puriform  fluid  was  drawn  off. 

Description  of  fluid. — Rather  offensive,  thick  and  white  in 
appearance ;  there  were  about  six  gelatinous-looking  bodies 
of  the  size  of  a  pea,  which,  when  washed,  proved  to  be  small 
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vesicles,  semi-transparent,  easily  torn,  and  looked  like  scolices 
of  an  hydatid  ;  pieces  of  the  membrane  of  the  vesicle  examined 
microscopically  showed  laminated  edges  typical  of  hydatid 
membrane  ;  no  hooklets  were  discovered. 

March  5. — The  heart  seems  now  to  beat  an  inch  to  the  out- 
side of  the  nipple ;  otherwise  the  physical  signs  have  not 
changed  since  the  28th  ult.  In  the  afternoon  chloroform  was 
administered,  and  an  opening  made  into  right  chest  poste- 
riorly along  the  upper  border  of  the  ninth  rib  for  3  inches, 
the  incision  uniting  the  two  former  punctures.  About  2  oz. 
of  blood-stained  serous  fluid  escaped  from  the  pleural  cavity 
on  opening  the  thorax ;  immediately  following  the  above  fluid 
there  bulged  up  against  the  chest  opening  a  tense  swelling, 
on  aspirating  which  some  thick  pus  was  drawn  off;  after 
an  ounce  had  passed  the  needle  became  blocked,  the  aspirator 
was  now  disconnected,  but  the  needle  was  left  temporarily  in 
the  cavity  of  the  cyst. 

The  wall  of  the  cyst  was  stitched  to  the  external  skin 
opening,  one  suture  being  placed  at  either  angle,  and  one 
above  and  below  the  centre  of  the  incision,  four  in  all;  the 
cyst  wall  was  now  incised  for  li  inches,  and  at  once 
puriform  hydatid  fluid  with  a  great  number  of  "  skins  "  of 
all  sizes  poured  out,  to  the  amount  of  30  oz. ;  a  large  india- 
rubber  drainage-tube  six  inches  in  length  was  placed  in  the 
cavity,  which  was  not  syringed  out ;  external  dressing  of 
cyanide  gauze  and  alembroth  wool  was  applied. 

The  haemorrhage  was  very  slight.  On  account  of  the  wide 
separation  of  the  ribs,  over  an  inch,  there  was  no  difficulty  in 
putting  in  the  uniting  stitches  between  the  cyst-wall  and  the 
external  skin. 

March  6. — The  liver  has  now  receded  to  the  navel;  the 
heart's  apex  is  beating  one  inch  below  and  just  inside  the 
nipple.  In  the  chest  the  percussion  note  is  dull  only  in  the 
lower  half  posteriorly,  and  the  breath-sounds  are  well  heard 
close  to  the  spinal  column. 

March  7  and  8. — On  each  day  there  was  about  half  a  pint 
of  pus  and  "  skins  "  passed,  and  the  cavity  was  washed  out 
with  boracic  acid  lotion  through  the  tube.  The  ribs  on  the 
right  side  have  now  come  very  close  together,  so  that  there  is 
difficulty  in  getting  a  finger  between  them.  The  temperature 
has  dropped  to  normal. 

March  10. — A  few  "  skins"  still  pass,  with  about  half  an 
ounce  of  discharge.  Breathing  on  right  side  much  improved  ; 
she  is  looking  well  and  taking  food  with  zest. 
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March  11. — Tube  shortened.  The  foot  of  the  bed  raised 
four  inches  for  better  drainage. 

March  13. — The  breathing  is  now  audible  over  the  base 
of  the  right  lung,  and  the  dulness  is  disappearing ;  the 
right  side  now  measures  only  half  an  inch  more  in  circum- 
ference than  the  left ;  the  heart  is  in  its  normal  position. 
There  is  little  or  no  dulness  on  percussion  below  the  margin 
of  the  rib,  although  the  liver  can  be  felt  for  about  two  inches ; 
all  tenderness  has  gone. 

March  18. — The  cavity  is  still  treated  as  heretofore  by 
washing  out  through  the  tube  with  boracic  acid  lotion. 
Breath  sounds  are  now  heard  plainly  over  the  right  base ; 
dulness  in  this  position  almost  absent.  The  right  chest  mea- 
sures 16  inches,  the  left  15|  inches. 

March  22. — About  2  drachms  of  bile  escaped  from  tube 
this  morning,  probably  from  the  irritation  set  up  by  the  tube 
having  worked  too  far  into  the  opening.  The  liver  seems 
now  to  have  gone  up  to  the  level  of  the  margin  of  the  ribs. 

March  28. — Tube  again  shortened.  The  alembroth  dres- 
sings left  off  on  account  of  the  slight  ulceration  of  skin  pro- 
duced ;  wound  dressed  with  boracic  acid  lint,  and  gamgee 
wool ;  the  discharge  amounts  to  about  two  teaspoonsful  a  day. 

April  6. — An  ounce  of  bile  was  discharged  from  the  wound 
to-day. 

April  14. — Became  very  collapsed  and  sick,  pulse  60, 
temp.  99°.  Stimulants  and  opium  were  given ;  the  attack 
passed  off  in  twenty-four  hours.  A  similar  attack  came  on  in 
the  beginning  of  May,  since  then  has  been  well.  The  tube 
finally  left  out  on  February  20,  1893. 

Remarks. — The  case,  when  first  admitted,  was  thought  to 
be  one  of  simple  enlargement  of  the  liver,  but  the  rapid  in- 
crease of  its  size,  together  with  the  high  evening  temperature, 
pointed  to  a  suppurative  condition  of  the  organ.  The  pleui'itic 
effusion  somewhat  complicated  the  case,  and,  so  far,  I  have 
not  come  across  any  records  of  liver  abscesses  in  which  this 
condition  was  present ;  having  cleared  this  out  of  our  way,  the 
course  of  treatment  was  comparatively  easy.  The  question  of 
site  for  operation  was  soon  settled,  for  in  the  second  tapping 
on  March  3,  a  week  after  the  first  aspiration,  the  abscess 
was  reached  posteriorly  within  an  inch  of  my  skin  puncture, 
and  the  contents  then  removed  confirmed  our  diagnosis.  The 
operation  was  done  as  described  in  my  notes  two  days  later, 
on  March  5. 

The  question  arose  during  the  operation  whether  we  should 
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wait  or  not  for  adhesion  to  take  place  between  the  diaphrag- 
matic and  costal  pleurae  before  opening  the  cyst.  As  the 
immediate  method  has  been  carred  out  so  successfully  when 
opening  a  liver  abscess  through  the  abdominal  wall,  so  I 
thought  it  might  be  adopted  when  the  abscess  was  opened 
through  the  thoracic  wall. 

In  a  case  of  hydatid  cyst  of  the  liver  read  before  this 
Society  in  1887,  the  cyst  was  opened  finally  through  the  chest, 
after  some  of  its  contents  had  been  removed  by  aspiration  (as 
in  my  own  case)  in  order  to  relieve  the  tension  and  permit  of 
some  of  the  face  of  the  sac  being  drawn  through  the  diaphragm 
and  across  the  shallow  pleural  cavity  to  the  skin  wound,  to 
which  it  was  secured  by  harelip  pins ;  but  the  cyst  was  not 
laid  open  until  the  fourth  day.  Some  amount  of  fluid 
escaped  into  the  pleural  cavity  with  air  also,  but  both  soon 
became  absorbed,  and  the  base  of  the  lung  descended  to 
its  proper  level. 

In  the  case  under  consideration,  the  upper  wall  of  the  cyst, 
— consisting  probably  only  of  thinned  diaphragm — after 
opening  the  thoracic  cavity,  fitted  against  the  chest  opening  as 
completely  as  a  ball  fits  round  its  socket  in  an  ordinaiy  ball-and- 
socket  joint ;  so  it  must  be  admitted  that  the  abscess  was  an 
easy  one  to  treat  in  the  way  that  is  recommended. 

The  fear  of  producing  an  empyema  seems  to  be  remote, 
and  even  were  this  to  occur,  it  could  be  treated  on  ordinary 
surgical  principles  with  little  risk.  In  cases  recorded  by  Mr. 
Eickman  Grodlee  and  by  Mr.  Edmund  Owen  air  was  freely 
sucked  into  and  out  of  the  pleural  cavity  during  an  operation 
of  a  similar  kind  to  the  one  described  this  evening  ;  in  neither 
of  the  above  did  disastrous  results  follow.  It  is  worth 
noticing  that  in  abscesses  occurring  in  the  upper  portion  of 
the  liver  there  is  often  an  absence  of  adhesion  between  the 
diaphragmatic  and  costal  pleurae. 

As  regards  the  removal  of  a  portion  of  a  rib  or  ribs,  this 
will  be  a  matter  to  consider  at  the  time  of  operating ;  in  my 
own  case  the  space  which  was  opened  was  sufficiently  wide  to 
enable  me  to  carry  on  every  manipulation  that  was  required; 
perhaps  also  the  resection  of  a  rib  or  not  may  depend  on  the 
predilections  of  the  surgeon. 

In  such  liver  abscesses  as  the  one  described,  the  opening 
through  the  chest  seems  to  be  the  proper  route  to  take,  as 
being  more  direct  and  better  adapted  for  drainage. 
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XIY.— Case  of  Membranoibs  Inflammation  of  the  Throat 
during  Scarlet  Fever.  By  E .  W .  Goodall,  M . D .,  and 
J.  W.' Washbourn,  M.D.     Bead  January  12,  1894. 

ALICE  C,  ast.  21,  married,  was  admitted  into  the  Eastern 
Fever  Hospital  at  10  p.m.  on  September  28,  1893,  cei-ti- 
fied  to  be  suffering  from  "  Scarlet  Fever  and  Diphtheria." 

The  attack  had  commenced  on  September  24  with  vomit- 
ing and  sore  throat:  there  were  also  diarrhoea  aud  swelling  of 
the  neck.  A  rash  was  stated  to  have  been  noticed  on  the 
26th.  On  admission  there  was  much  swelling  about  the  fauces, 
which  were  covered  with  membrane.  There  was  a  faint 
scarlet  rash  on  the  shoulders.     Evening  temp.  102'4°. 

September  29. — There  is  a  large  sheet  of  membrane 
stretching  over  the  palate,  which  is  extremely  swollen ;  this 
membrane  is  most  distinct.  All  over  the  trunk  is  an  erythema- 
tous rash  ;  this  is  also  well  seen  on  the  upper  and  lower 
extremities,  but  it  is  not  a  punctate  rash  except  in  the  bends 
of  the  elbows,  on  the  dorsa  of  the  feet,  and  slightly  on  the 
lower  part  of  the  abdomen.  The  rash  does  not  extend  up  on 
to  the  face,  and  is  but  little  seen  on  the  neck.  The  eyes  are 
much  suffused,  and  the  conjunctivfe  iujected.  There  is  also 
rhinitis.  The  tongue  is  dry  in  patches,  and  the  papillae  are 
enlarged  along  the  edges  aud  the  tip.  The  cervical  glands 
are  somewhat  enlarged.  At  1.30  p.m.  a  piece  of  the  membrane 
was  taken  for  bacteriological  examination.  Morning  temp. 
101  "2°,  evening  temp.  101°. 

September  30. — The  rash  has  almost  gone  now,  and  only 
consists  of  a  few  irregular-sized  papules  on  the  shoulders, 
legs,  aud  thighs.  The  condition  of  the  throat  remains 
unchanged.  There  is  some  return  of  fluid  by  the  nose  when 
the  patient  drinks.  The  patient  was  slightly  delii-ious  last 
night.     Morning  temp.  100°,  evening  temp.  101-6°. 

October  1. — Patient  had  a  much  better  night.  The  throat 
is  cleaner  to-day.  A  considerable  amount  of  membrane  Avas 
spat  out  of  the  mouth  during  the  night.  Morning  temp. 
101°,  evening  temp.  102°. 

October 2. — Throat  slightly  cleaner;  there  is  some  inflam- 
mation about  the  inner  canthus  of  the  left  eye.  Morning 
temp.  10r6°,  evening  temp.  103*4°. 
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October  3. — On  the  buttocks  desquamation  in  rings  is 
taking  place.     Morning  temp.  102"4°,  evening  temp.  103'6°. 

October  4. — Fauces  are  cleaning,  but  the  uvula  is  still 
covered  with  membrane.  The  tonsils  are  slightly  ulcerated. 
There  is  some  desquamation  on  the  back  and  on  the  elbows. 
There  is  troublesome  diarrhcta  of  a  very  offensive  character, 
Moruing  temp.  102*8°,  evening  temp.  103°. 

October  5. — The  deposit  on  the  palate,  uvula,  and  tonsils 
remains.  Some  was  at  1  p.m.  with  diflBculty  got  off  the 
uvula  for  further  bacteriological  examination.  There  is 
marked  desquamation  on  the  gluteal  region  and  back  of  the 
neck,  also  some  irregular  desquamation  on  the  elbows.  There 
is  inflammation  of  the  left  lachrymal  sac  with  apparently 
slight  blocking  of  the  nasal  duct,  also  ulceration  of  the 
anterior  nares,  with  superficial  ulceration  of  the  angles  of  the 
mouth.     Morning  temp.  102*4°,  evening  temp.  104'4°. 

October  G. — Patient  is  now  decidedly  better,  the  voice 
(hitherto  feeble)  is  now  clear  and  distinct.  Throat  in  the 
same  condition  as  yesterday.  Morning  temp.  103°,  evening 
temp.  103-4°. 

October  7. — Diarrhoea  is  still  troublesome,  and  patient  has 
some  abdominal  pain.  Morning  temp.  103°,  evening  temp. 
103-6°. 

October  8. — A  little  membranous  material  was  spat  out  of 
mouth  to-day.     Morning  temp.  102-4°,  evening  temp.  103*6°. 

October  9. — The  patient  is  now  desquamating  pretty 
freely  on  the  chest,  as  in  scarlet  fever.  Desquamation  is  also 
commencing  on  the  fingers.  Morning  temp.  102"2°,  evening 
temp.  102-4°. 

October  10. — The  inflammation  of  the  lachi'ymal  sac  is 
more  intense ;  both  eyelids  are  SAvolleu.  Diarrhoea  better. 
Morning  temp.  101*8°,  evening  temp.  102-6°. 

October  11. — Eye  is  better  to-day.  The  patient's  voice 
(which  has  always  been  weak)  is  quite  absent  to-day.  There 
is  still  some  return  of  fluids  by  the  nose.  Morning  temp. 
101*4°,  evening  temp.  1006°. 

October  12. — There  is  marked  aphonia,  which  has  been 
noticed  more  or  less  all  through  the  illness  but  has  become 
more  pronounced  during  the  past  few  days.  Morning  temp. 
100-2°,  evening  temp.  101*2°. 

October  13. — Fluids  have  returned  through  the  nose;  the 
patient  can  swallow  well.  The  heart's  action  is  increased  in 
frequency  and  intermits  occasionally ;  a  systolic  apical  bruit 
can  be  heard.     Morning  temp.  100°,  evening  temp.  100°. 
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October  14. — Respiration  normal,  and  increased  in  fre- 
quency. The  patient  is  wasting-.  There  is  still  ulceration  of 
the  edges  of  the  palate.  Morning  temp.  100°,  evening  temp. 
101-6°. 

October  15. — The  desquamation  is  marked,  and  quite  out 
of  proportion  to  the  rash,  which  was  slight.  The  throat  is 
injected,  and  there  is  ulceration  round  the  base  of  the  uvula. 
The  patient  is  still  aphonic.  The  inflammation  of  the  lachry- 
mal sac  is  less.     Morning-  temp.  99-4°,  evening  temp.  103°. 

October  16. — Patient  is  extremely  tremulous.  She  had  a 
very  restless  night ;  she  is  rapidly  losing  flesh.  There  is  a 
discharge  from  both  ears.  6  p.m.,  the  patient  is  much 
weaker ;  pulse  1 70.  There  is  no  apical  bruit,  and  the  apex  beat 
is  in  normal  position.  The  right  pupil  is  somewhat  dilated; 
both  react  to  light.     Morning  temp.  100°,  evening  temp.  103°. 

October  17. — At  4  a.m.  the  patient  got  very  much  weaker 
and  died  in  about  half  an  hour.  Temperature  at  2  a.m., 
101-4°. 

For  some  days  before  her  death  the  patient  had  been  very 
feeble.  The  urine  was  only  examined  three  times.  On 
October  10th  thei-e  was  ]io  albumen,  on  the  11th  and  loth 
there  was  a  trace ;  after  that  she  menstruated  up  till  death. 

There  were  never  symptoms  of  nephritis. 

Bacteriological  examination  of  the  meTnhrane. — The  mem- 
brane was  about  |^  inch  in  thickness,  Avhite  and  very  tough. 
Microscopical  examination  revealed  the  presence  of  micrococci 
in  abundance,  but  no  bacilli. 

Inoculations  were  made  on  four  blood-sernm  and  three 
agar  tubes.  In  all  the  tubes  two  kinds  of  colonies  grew. 
These,  however,  consisted  of  micrococci,  and  no  diphtheria 
bacilli  could  be  found. 

Examination  of  the  deposit  taken  from  the  uvula  on 
October  5  also  gave  no  evidence  of  the  presence  of  diphtheria 
bacilli. 

From  the  point  of  view  of  bacteriology,  therefore,  the  case 
was  not  one  of  diphtheria. 

When  this  patient  was  seen  on  her  admission  three 
questions  arose  : — (1)  was  the  case  one  of  severe  scarlatina 
anginosawith  membrane?  ('2)  was  it  one  of  diphtheria  with  a 
rash  ?  (as  occasionally,  though  rarely,  may  be  seen),  or  (3)  was 
it  one  of  coexisting  scarlet  fever  and  diphtheria  ?  So  thick 
and  extensive  was  the  membrane  that  it  was  decided  on  the 
whole  to  be  a  case  of  diphtheria  with  a  rash,  but  the  patient 
was  placed  in  an  isolation  ward.     Clinically  the  condition  of 
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the  fauces  Avas  at  that  time  indistinguishable  from  diphtheria, 
but  later  ou,  when  the  membrane  had  cleared  off,  when  the 
lachrymal  sac  became  inflamed,  and  especially  when  free 
desquamation  had  set  in,  the  case  assumed  all  the  aspects  of 
one  in  which  there  had  been  a  severe  attack  of  scarlatina 
anginosa.  The  return  of  fluids  through  the  nose  was  not  due 
to  a  true  paralysis  ;  the  palate  had  been  rendered  more  or 
less  inert  by  the  severity  of  the  inflammation  it  had  undergone, 
and  there  was  also  ulceration.  It  is  not  at  all  uncommon  to 
have  regurgitation  of  liquids  through  the  nose  in  severe  cases 
of  scarlatina  anginosa.  There  was  never  at  any  time  a  nasal 
voice.  As  for  the  aphonia,  it  was  present  all  through  but 
became  -worse  towards  the  end;  it  was  due  to  the  patient's 
general  grave  condition.  There  were  never  signs  of  obstruc- 
tion in  the  larjmx. 

The  rash,  though  extensive  in  distribution,  was  not 
marked  in  appearance,  whereas  the  attack  was  severe. 
This  of  course  is  not  very  uncommon.  The  interest  of  the 
case  lies  really  in  the  fact  of  the  presence  of  very  definite  and 
fairly  extensive  membrane. 

It  is  of  course  well  known  that  in  scarlet  fever,  during  the 
acute  stage,  there  is  frequently  a  deposit  on  the  fauces  similar 
in  appearance  to  that  which  is  found  in  diphtheria,  though  it 
is  not  often  so  distinctly  membranous  as  it  was  in  this  case, 
and  it  is  only  by  a  bacteriological  examination  that  this 
deposit  can  be  distinguished,  as  regards  its  cause,  from  true 
diphtheria.  We  have  notes  of  four  cases  (including  the  one 
under  discussion)  of  this  nature  in  which  a  bacteriological 
examination  failed  to  reveal  the  presence  of  diphtheria  bacilli. 
In  their  subsequent  clinical  history,  too,  these  cases  of  scarla- 
tina with  primary  diphtheritic  throat  affection  are  unlike  true 
diphtheria,  as  they  are  rarely  followed  by  croup  or  paralysis. 
We  have  notes  of  123  such  cases,  and  in  only  two  of  these 
was  there  croup  and  in  only  two  was  there  paralysis. 

On  the  other  hand,  scarlet  fever  is  liable  to  be  followed  by 
secondary  throat  affections  which  in  some  cases  are  certainly 
true  diphtheria.  We  have  notes  of  four  cases  of  this  nature 
in  which  bacteriological  examination  revealed  the  presence  of 
diphtheria  bacilli.  Clinically,  also,  some  of  these  secondary 
throat  affections  are  exactly  like  diphtheria  in  that  they  are 
apt  to  be  very  fatal  and  to  be  accompanied  by  croup  or  fol- 
lowed by  paralysis.  We  have  notes  of  three  cases  in  which 
there  was  paralysis,  eleven  in  which  the  membrane  spread  to 
the  larynx,  one  in  which  there  was  membrane  in  the  larynx 
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and  subsequent  paralysis,  and  another  in  which  there  was 
vulval,  as  well  as  faucial,  diphtheria,* — sixteen  cases  in  all. 
The  presence  of  albumen  in  the  urine  is  of  little  or  no  value 
as  an  aid  to  the  diagnosis  of  these  secondary  throat  affections, 
inasmuch  as  it  may  be  due  to  the  antecedent  scarlet  fever. 

With  regard  to  primary  uncomplicated  diphtheria,  we  have 
notes  of  eight  consecutive  cases  in  all  of  which  the  presence 
of  the  Klebs-L5ffler  bacillus  was  readily  demonstrated. 

Our  observations  tend  to  support  the  opinions  of  others 
(of  which  a  resume  may  be  found  in  Dr.  Klein's  paper  in  the 
Report  of  the  Medical  Officer  to  the  Local  Government  Board, 
for  1891-2)  that  a  diphtheritic  condition  of  the  throat  in 
the  acute  stage  of  scarlet  fever  is  very  rarely  true  diphtheria 
(though  we  are  not  prepared  to  say  it  never  is),  whereas 
similar  conditions  occurring  during  the  convalescence  from 
scarlet  fever  are  very  frequently  true  diphtheria. 

In  concluding,  we  must  thank  Mr.  Pakes,  of  Guy's  Hos- 
pital, who  kindly  made  most  of  the  cultivations  under  our 
direction. 

*  And  in  this  case  cultivations  of  the  diphtheria  bacillus  were  obtained  from 
the  deposit  on  the  labia  majora. 
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XV.  — Three  cases  of  Giant-celled  Sarcoma  of  the  Radius. 
By  H.  H.  Glutton.     Bead  January  26,  1S94. 

OF  these  three  cases  one  involved  the  upper  articular  end,  and 
two  the  carpal  extremity  of  the  radius.  Two  of  the  cases 
were  treated  by  resection,  with  success,  and  one  by  amputation. 
The  latter  presented  great  difficult}^  in  diagnosis,  and  was  not 
thought  at  the  time  of  the  operation  to  be  endosteal,  but  an 
infiltrating  periosteal  sarcoma.  Possibly  this  case  also  might 
have  been  treated  by  resection. 

Case  1.  A  man,  aet.  28,  sent  to  me  by  Dr.  Heygate  of 
Wellingborough,  was  admitted  into  St.  Thomas's  Hospital  in 
November,  1887.  He  had  suffered  from  pain  and  swelling  of 
right  forearm  near  the  elbow  for  two  years.  At  first  the  pain 
w^as  only  noticed  after  work,  but  during  the  six  months  pre- 
ceding his  admission  into  hospital  it  had  increased  without 
any  manual  work,  and  had  been  more  severe  at  night  than  at 
other  times. 

Family  history. — On  his  father's  side,  both  grandparents 
had  died  of  cancer. 

On  admission,  November,  1887,  the  upper  end  of  the  right 
radius  was  found  to  be  enlarged.  The  enlargement  was 
almost  globular  in  outline,  exceedingly  hard  and  resistant,  as 
if  it  were  entirely  bony.  There  were  no  soft  spots  to  be  de- 
tected, and  no  pulsation.  The  movements  of  the  elbow-joint 
were  good,  flexion  and  extension  being  almost  normal,  whilst 
pi'onatiou  and  supination  were  impaired  only  by  "locking" 
of  the  two  bones  below  the  joint. 

He  was  a  pale,  anaemic  man,  who  stated  that  he  had  lost 
flesh  considerably  during  last  few  months.  His  urine  was 
found  to  contain  one-sixth  albumen,  and  casts,  both  granular 
and  epithelial.  It  was  clear,  therefore,  that  he  had  organic 
disease  of  his  kidneys. 

On  December  9,  1887,  an  exploratory  operation  was  under- 
taken. An  incision  was  made  on  the  outer  side  over  the  most 
prominent  part  of  the  tumour.  When  this  was  fully  exposed, 
a  soft  spot  was  found  leading  directly  into  the  interior  of 
the  bone.  The  opening  in  the  bone  was  enlarged,  and  a  finger 
introduced.     The   upper  end  of  the  radius  was  then  found 
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to  be  occupied  by  a  soft,  almost  diffluent  central  growth.  This 
looked  to  the  naked  eye  like  a  myeloid  sarcoma,  and  was  proved 
to  be  so  under  the  microscope,  by  Mr.  Ballance,  who  kindly 
undertook  the  examination  whilst  the  operation  was  going  on. 
The  radius  was  therefore  divided  an  inch  below  the  tumour, 
and  the  upper  third  of  this  bone  tilted  out  of  the  wound  and 
removed.  The  orbicular  ligament  was  divided  on  the  inner 
side,  so  as  to  avoid  any  incision  over  the  posterior  interosseous 

Fig.  12. 


A 


nerve.  Although  the  growth  had  invaded  the  head  of  the 
radius,  it  had  not  perforated  the  cartilage.  A  counter-open- 
ino-  was  made  on  the  inner  side  of  the  elbow-joint  between 
the  olecranon  and  the  inner  condyle.  The  wound  was  filled 
with  iodoform  gauze,  and  the  skin  on  each  side  of  the  incision 
sutured  to  the  muscles. 

For  some  days  after  the  operation  the  uiine  was  distinctly 
smoky,  but  the  amount  of  albumen  and  casts  remained  the 
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same.  The  wound  healed  rapidly,  and  was  finally  closed  before 
the  end  of  January.  He  had  full  power  of  flexion  at  the  elbow, 
and  extension  to  half  the  normal  range.  By  the  end  of  April 
he  could  move  all  his  fingers,  but  the  grasp  of  the  hand  was 
feeble.  He  had  no  paralysis.  In  June,  1888,  six  months 
after  the  operation,  he  came  complaining  of  his  eyesight.  He 
was  sent  to  ]\Lr.  Nettleship,  who  reported  that  he  had  albu- 
minuric retinitis.  He  was  attended  by  Dr.  Heygate  at 
Wellingborough,  and  slowly  recovered.  He  was  last  seen  by 
me  in  March,  1889,  and  was  found  to  have  a  very  useful  hand 
and  arm,  without  the  slightest  sign  of  any  return  of  the 
tumour.  His  albuminuria  was,  however,  on  the  increase  and 
he  died  in  July,  1889,  eighteen  months  after  operation — at 
home,  where  no  post-mortem  could  be  made.  Dr.  Heygate 
reported  that  at  the  time  of  his  death  no  return  of  the  tumour 
had  taken  place,  and  that  the  arm  was  in  the  same  condition 
as  at  the  time  I  had  last  seen  it  in  March. 

The  specimen  (see  Fig.  12)  is  in  St.  Thomas's  Hospital 
Museum,  and  is  thus  described  by  Mr.  Shattock  : — "  No.  659. 
The  upper  three  inches  of  a  radius  successfully  removed  during 
life  for  a  giant-celled  sarcoma.  The  tumour  is  about  two  inches 
in  its  extreme  vertical  and  transverse  diameters;  it  involves  the 
interior  of  the  head,  which  is  increased  in  circumference  and 
misshapen,  but  much  of  the  articular  cartilage  remains  intact." 
Microscopically  it  was  a  typical  giant-celled  sarcoma. 

Case  2. — This  patient,  a  man  aet.  50,  was  sent  to  me  by  Dr. 
Stone  of  Reigate  in  July,  1891,  and  was  admitted  into  St. 
Thomas's  Hospital.  For  twelve  months  he  had  sufi^ered  from 
pain  in  his  left  wrist,  especially  after  his  work,  which  was  that 
of  a  painter.  He  could  give  no  explanation  as  to  the 
cause.  For  the  last  six  months  he  had  noticed  a  swellino-, 
which  was  steadily  increasing  in  size.  He  had  no  "  night 
pain,"  and  only  experienced  inconvenience  from  his  inability 
to  work. 

The  lower  end  of  the  left  radius  was  enlarged  by  a  globular 
elastic  swelling  (see  Fig.  13).  This  appeared  to  be  an  endosteal 
growth,  for  plates  of  bone  could  be  felt  on  the  surface,  and  here 
and  there  some  soft  spots  where  the  tumour  had  perforated  the 
bone.  Neither  ''crackling"  nor  pulsation  could  be  detected. 
The  wrist-joint  was  free  and  movable,  and  there  was  no 
enlargement  of  the  ulna. 

I  determined  to  resect  the  lower  end  of  the  radius  if  on 
exploration  a  soft  endosteal  growth  was  found  to  be  the  cause 
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of  the  swelling.  I  thought  also  that  if  this  were  done  it  would 
be  best  to  take  away  a  corresponding  portion  of  the  ulna  so 
that  the  hand  might  be  left  in  a  straight  line  with  the  fore- 
arm. I  was  aware  of  Professor  Annandale's  case  published 
with  an  illustration  in  the  Brit.  Med.  Journ.  for  December  10, 
1881,  and  thought  that  his  objection  to  a  flail-like  wrist  could  be 

Fig.  13. 


overcome  by  a  leather  gauntlet,  and  that  the  result  by  excising 
both  bones  would  be  better  than  that  obtained  in  his  case 
where  the  radius  only  was  excised  and  the  hand  brought  round 
so  that  the  carpus  should  articulate  with  the  radial  side  of  the 
ulna. 

On  July  25,  1891,  an  incision  was  made  on  the  outer  border 
of  the  radius,  carefully  preserving  the  tendons  of  the  extensor 
ossis  metacarpi  and  primi  internodii  pollicis.  The  swelling 
was  soon  seen  to  be  due  to  a  soft,  almost  diffluent  endosteal 
growth.  The  tendons  from  the  back  and  front  of  the  radius 
were  therefore  dissected  up  and  the  lower  end  of  the  bone 
entirely  freed  from  the  surrounding  tissues,  the  only  tendon 
divided  being  that  of  the  supinator  longus.  Another 
incision  was  made  on  the  inner  side,  and  the  ulna  treated  in  a 
similar  manner.  Both  bones  were  then  sawn  through  just 
above  the  upper  limit  of  the  growth.  The  wrist-joint  was 
opened  and  an  attempt  made  to  remove  the  lower  ends  of 
radius  and  ulna  in  one  mass.  This  proving  impracticable  with- 
out enlarging  the  openings,  each  bone  was  separately  removed 
through  its  corresponding  incision.  On  examination  of  the 
sawn  section  of  the  radius  it  was  seen  that  a  small  nodule  of 
growth  was  still  left  in  the  medullary  cavity  of  the  bone. 
Instead  of  removing  another  section  with  the  saw,  which  most 
surgeons  would  think  the  safest  line  of  conduct,  the  growth 
was  scraped  and  gouged  away  from  the  end  of  the  radius. 

The  wounds  were  closed  with  a  continuous  suture,  and  no 
drainage-tubes  were  employed.     The  first  dressing  was  not 
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changed  till  August  10,  sixteen  days  after  operation,  when 
the  wounds  were  found  practically  healed.  The  fingers  were 
left  free,  but  the  wrist  was  supported  on  a  splint  of  gutta 
percha.     In  November  he  was  ordered  a  leather  gauntlet. 

In  May,  1892,  he  could  approximate  his  thumb  to  his 
fingers,  and  grasp  with  a  fair  amount  of  strength  so  long  as 
he  Avore  the  leather  support.  But  without  it  his  hand  was 
useless. 

Fig.  14. 


The  wrist  after  operation. 


Fio.  15. 


Tlie  hand  after  operation. 


In  October,  1802,  fifteen  m.onths  after  operation,  he  could 
hold  a  pot  weighing  9  lbs.  for  painting  (see  Figs.  14  and  15). 
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On  May  2,  1893,  there  was  no  sign  of  recurrence  of 
growth,  and  the  strength  of  hand  was  steadily  increasing. 

The  specimen  (see  Fig.  IG)  is  in  St.  Thomas's  Hospital 
Museum  (No.  660B)  and  shows  the  lower  -ends  of  both  the 
radius  and  the  ulna.  The  tumour,  which  is  central  in  origin, 
has  expanded  the  lower  end  of  the  radius,  which  measures 
about  two  inches  in  diameter.  The  ulna  is  quite  free.  It  will 
be  seen  in  the  specimen  that  the  saw  must  have  passed 
through  the  upper  extremity  of  the  growth. 

Fig.  16. 


Mr.  Shattock,  who  kindly  made  the  microscopical  exami- 
nation, considers  it  to  be  a  giant-cell  sarcoma.  The  naked- 
eye  appearance  is  also  characteristic  of  this  disease. 

It  is  particularly  interesting  to  note  that  after  the 
resection  of  the  tumour  some  growth  was  removed  by  scraping 
and  gouging  from  the  medullary  cavity  of  the  sawn  section 
of  the  radius.  And  yet  there  has  been  no  return  of  the 
disease,  although  two  and  a  half  years  have  elapsed  since  the 
operation. 

Case  3  is  a  specimen  of  sarcoma  of  lower  end  of  the  radius 
which  might  possibly  have  been  treated  in  a  similar  way  to 
the  last  case,  as  the  history  shows  that  the  tumour  had 
existed  for  nine  years.     Amputation  was,  however,  performed 
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because  the  growth  was  thought  to  be  fixed  to  surrounding 
tissues,  and  there  was  no  evidence  to  be  obtained  of  its 
endosteal  character. 

The  patient,  Miss  T.,  aet.  34,  was  sent  to  me  by  Dr. 
Topping  of  Forest  Gate,  in  January,  1890.  She  was  a  very 
small  woman,  almost  a  dwarf,  with  a  history  of  some  disease 
at  eight  years  of  age  called  rheumatism,  which  had  resulted 
in  grave  deformity  of  both  knees,  right  elbow,  and  right 
wrist. 

Nine  years  before  Dr.  Topping  sent  her  to  me  a  very 
small  lump  was  noticed  in  front  of  the  left  wrist.  It  had 
vei'y  slowly  increased  in  size  till  the  last  three  years,  when 
the  growth  had  been  moi-e  rapid,  and  in  the  last  three  months 
it  had  nearly  doubled  in  size.  There  was  a  curious  history 
of  attacks  resembling  inflammation  in  which  the  tumour 
suddenly  increased  in  size  and  became  very  painful.  These 
attacks  lasted  for  a  week  or  two,  and  then  the  tumour  shrank 
again  to  its  former  size.  There  was  no  paralysis  or  abnormal 
sensation  in  the  fingers,  but  she  obviously  suffered  a  great 
deal  of  pain  in  the  wrist. 

It  was  a  very  hard  elastic  growth  in  front  of  the  left  radius, 
to  which  it  was  thought  to  be  attached  as  a  periosteal  or 
parosteal  tumour.  It  projected  on  the  back  as  well  as  on  the 
front  of  the  wrist,  and  was  apparently  invading  the  soft  parts. 
Amputation  was  performed  on  March  26,  1890,  and  the 
wound  healed  by  first  intention.  No  recurrence  of  growth 
has  taken  place. 

The  specimen  (No  660A)  is  in  St.  Thomas's  Hospital 
Museum,  and  is  thus  described  by  Mr.  Shattock  : — "The 
section  shows  a  few  typical  giant-cells,  but  widely  separated 
in  a  finely  granular  basis  in  which  lie  multitudes  of  small 
round  nuclei  and  in  lesser  numbers  larger  polyhedral  or 
branching  cells,  of  which  the  body  is  filled  with  fine  orange- 
brown  granules,  and  of  which  the  nucleus  is  larger  than  the 
above,  and  finely  granular,  and  of  the  connective-tissue  type. 
There  are  similar  granules  free  in  the  basis.  The  tumour  may 
be  classed  as  a  giant-celled  sarcoma  in  which  extensive 
haemorrhage  has  occurred,  the  greater  number  of  the  cells 
being  leucocytes  which  have  wandered  or  been  attracted  into 
the  coagulum." 

This  description  of  the  specimen  by  Mr.  Shattock  is 
particularly  interesting  in  relation  to  the  history  mentioned 
above  of  ''attacks  resembling  inflammation  in  which  the 
tumour  suddenly  increased  in  size."     It  is  probable  that  in 
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each  attack  a  fresh  ligemorrhage  took  place  into  the  substance 
of  the  tumour. 

The  following  cases  of  myeloid  sarcomata  of  bone  which 
have  been  treated  by  resection  are  recorded  in  this  Society's 
Transactions. 

In  vol.  X  Mr.  Morris  records  one  in  the  lower  end  of  radius. 
This  patient  is  shown  in  vol.  xxii  to  have  been  perfectly  well 
thirteen  years  after  operation. 

Mr.  Lucas  also  records  a  myeloid  sarcoma  of  the  lower 
end  of  the  ulna  in  vol.  x,  which  was  treated  in  this  way. 
The  patient  is  stated  in  vol.  xxii  to  have  been  well  ten  years 
after  operation. 

Mr.  Sutton  records  in  vol.  xxiv  a  myeloid  sarcoma  of 
sternal  end  of  the  clavicle ;  also  successfully  treated  by 
resection.^ 

*  This  patieut  was  showu  to  the  Society,  February  23,  1894  (vide  Living 
Specimen  at  end). 
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XVJ. — Nephrectouiij  {successfid  after  fourteen  numths) 
for  Malignant  Tumour  in  a  patient  under  two  years  of 
age.  By  John  D.  Malcolm,  M.B.,  CM.  Read 
January  26,  1894. 

niHE  child,  whose  history  I  bring  before  the  Society  this 
J-  evening-,  was  placed  under  my  care  by  Dr.  Marshall,  of 
Barnes,  and  Mr.  Knowsley  Thornton.  She  had  a  healthy 
family  history,  and  was  herself  strong  and  well  developed. 
It  had  been  noticed  that  she  had  a  "  full  belly  "  when  she 
began  to  walk,  before  she  was  a  year  old.  This  was  not 
thought  to  be  of  consequence  till  a  definite  swelling  was  felt 
in  the  right  side  six  months  later.  The  swelling  steadily  in- 
creased in  size,  and  the  child  became  less  strong  and  lively, 
but  she  did  not  seem  to  suffer  any  pain.  When  admitted 
to  the  Samaritan  Free  Hospital  on  November  7,  1892,  the 
child  was  I'ather  pale,  but  all  her  functions  seemed  in  good 
order.  The  nurses  were  not  able  to  collect  the  urine  for 
twenty-four  hours  together.  It  was,  however,  secreted  freely, 
and  no  abnormality  was  discovered  in  it.  Its  specific  gravity 
varied  from  1010  to  1018. 

The  abdomen  showed  a  bulging  out  of  the  surface  over  the 
whole  of  the  right  flank  and  hypochoudrium,  and  well  forward 
into  the  lower  umbilical  and  hypogastric  regions,  where  the 
outline  of  a  rounded  tumour  ^vas  distinctly  seen.  The  super- 
ficial veins  on  both  sides  were  distended,  especially  towards 
the  groins.  On  palpation,  a  well-defined,  elastic,  painless 
tumour,  approximately  oval  in  shape,  and  scarcely,  if  at  all, 
moveable,  was  felt  filling  the  right  loin,  and  passing  slightly 
beyond  the  middle  line  below  the  navel.  It  was  close  to  the 
right  lobe  of  the  liver  above,  and  extended  towards  the 
pelvis  to  below  the  level  of  the  anterior  superior  iliac  spine. 
On  percussion  the  note  was  dull  on  the  outer  side  of  and 
behind  the  tumour,  and  over  the  most  prominent  part  in  front. 
The  area  of  resonance  overlapped  the  left  side  of  the  tumour  so 
as  to  form  two  pointed  projections,  one  betAveen  the  abnormal 
dulness  and  that  of  the  liver,  and  the  other  between  the  dul- 
ness  of  the  tumour  and  Poupart's  ligament. 

On  consultation  with  Sir  Spencer  Wells  and  Mr.  Knowsley 
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Thornton,  a  renal  tumour  was  diagnosed,  and  its  removal  was 
advised.  The  operation  was  performed  on  November  15,  1892, 
nineteen  days  before  the  patient  was  two  years  old.  Having 
made  an  incision  four  inches  long  through  the  right  linea 
semilunaris,  and  having  found  that  the  left  kidney  Avas,  as  far 
as  could  be  judged,  of  normal  size  and  shape,  I  divided  the  pos- 
terior layer  of  peritoneum  outside  the  ascending  colon  which 
lay  in  front  of  the  tumour.  The  loose  anterior  connections 
were  easily  separated,  and  the  growth  was  squeezed  through  the 
opening  in  the  abdominal  wall,  the  greatest  cai-e  being  taken 
not  to  rupture  its  capsule.  It  was  firmly  held  behind  by  strong 
bands  of  connective  tissue,  which  were  divided  bit  by  bit,  and 
then  the  growth  was  separated  from  a  mass  of  glands  and 
vessels  on  its  inner  side.  The  ureter  was  apparently  quite 
healthy,  and  was  divided  near  the  kidney,  the  cut  ends  being 
carefully  cleansed  and  secured  in  forceps.  When  the  tumour 
was  removed  by  the  separation  of  a  few  more  bands  of  connec- 
tive tissue,  it  was  seen  that  I  had  inadvertently  opened  the 
capsule  behind.  Although  the  shreds  which  remained  had  for 
the  most  part  been  on  a  healthy  piece  of  kidney  at  the  back 
of  the  tumour,  I  removed  them  all  very  carefully.  The 
glands  on  the  renal  artery,  some  of  which  were  very  much 
enlarged,  were  then  taken  away  in  one  mass  with  the  sur- 
rounding fat,  the  artery  being  redivided  at  the  deepest  point 
reached  by  the  knife.  Some  other  glands  close  to  the  neigh- 
bourhood of  the  origin  of  the  renal  artery  were  also  removed, 
but  neither  the  aorta  nor  the  vena  cava  was  actually  exposed. 
Numerous  bleeding  points  which  had  been  secured  in  forceps 
were  tied  with  silk,  the  divided  end  of  the  ureter  was  brought 
outside  the  skin,  and  the  wound  was  closed  with  silk  ligatures 
without  drainage.  The  supra-renal  capsule  was  not  seen  during 
the  operation.  There  was  no  difficulty  at  anj  time  from  pro- 
trusion of  the  intestines,  as  Mr.  Stormont  Murray,  who  gave 
chloroform,  succeeded  in  keeping  the  patient  quite  quiet 
during  the  whole  operation,  which  lasted  one  hour  and  twenty 
minutes.      Antiseptic  precautions  were  used  throughout. 

The  child  quickly  recovered  from  the  chloroform.  The 
highest  temperature  and  pulse  were  101°  F.,  in  the  axilla,  and 
144  respectively,  and  were  recorded  on  the  day  after  the 
operation.  At  the  end  of  a  week  there  was  practically  no 
fever.  The  patient  Avas  ill  and  peevish  for  two  or  three  daj^s, 
but  was  strong  and  took  nourishment  well  from  the  first.  The 
bowels  were  moved  by  a  saline  purge  on  the  third  day,  and 
gave  no  trouble  at  any  time.     Much  of  the  urine  was  lost. 
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A  specimeii  secured  the  uight  following  tlie  operation  con- 
tained a  little  albumen,  and  after  that  time  no  abnormality 
was  detected.  The  specific  gravity  varied  from  1024  to  1002. 
The  sutures  in  the  abdominal  Avail  were  removed  eight  days 
after  the  operation,  and  the  wound  healed  well. 

On  November  9,  1893,  nearly  a  year  after  the  operation, 
the  child  was  still  slightly  anfemic,  but  otherwise  healthy  and 
well  developed.  Urine  was  secreted  freely.  A  specimen 
examiued  at  this  date  was  acid,  and  contained  no  albumen. 
Its  specific  gravity  was  1019,  and  nothing  abnormal  was  de- 
tected in  it  by  microscopic  examination.  The  whole  abdomen 
was  soft  and  natural  in  ever}^  respect.  The  scar  was  three  and 
three  quarter  inches  long,  firm,  strong,  and  free  from  any  sign 
of  irritation.  The  measurements  were  as  follows,  and  I  give 
also  for  comparison  those  of  the  day  before  the  operation. 


Circumference  at  umbilicus 

Eusiform  cartilage  to  umbilicus 

Umbilicus  to  pubes   ... 

Right  anterior  superior  iliac  spine  to  umbilicus 

Left  anterior  superior  iliac  spine  to  umbilicus 

Thus,  although  the  child  was  a  year  older,  all  the  measure- 
ments, except  that  from  the  umbilicus  to  the  pubes,  were 
shorter  at  the  later  date. 

On  January  25,  1894  (and  on  going  to  press),  Dr.  Marshall 
reported  the  child  to  be  '^  in  perfect  health  "  and  well  grown. 

The  tumour  (Fig.  17)  has  been  added  to  the  museum  of  the 
Royal  College  of  Surgeons  (No.  3597 E).  It  consists  of  an 
oval  mass  measuring  six  inches  vertically  and  four  inches 
from  side  to  side.  The  posterior  half  of  the  kidney  is  appa- 
rently normal,  while  the  anterior  portion  is  partly  replaced 
b}',  and  partly  expanded  for  a  short  distance  over,  the  neo- 
plasm. Mr.  Targett  has  kindly  prepared  some  microscopic 
specimens,  and  his  description  of  these  is  as  follows  : — 
"  Specimens  were  taken  from  the  margin  of  the  growth, 
and  included  a  portion  of  healthy  kidney  substance.  The 
latter  was  separated  from  the  growth  by  a  zone  of  dense 
fibroid  tissue  which  formed  a  capsule  to  the  tumour.  Micro- 
scopically the  tumour  was  composed  of  tubes  cut  in  various 
directions  and  closely  packed  together.  They  varied  con- 
siderably in  size,  but  there  appeared  to  be  no  special 
arrangement  of  large  and  small  tubes.  The  majority  had 
a  definite  lumen,  but  to  some  (and  these  were  chiefly  the 
smaller  collections  of  cells)  the  term  tube  was  hardly  applicable, 
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as  no  lumen  existed  in  them.     The  stroma  of  the  growth  was 
scanty  and  exceedingly  delicate,  save  for  a  few  strands  of 


Fig.  17. 
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connective  tissue  which  divided  the  field  up  into  large  loculi. 
The  tubes  which  had  a  distinct  lumen  were  lined  with  tall 
columnar  epithelium  having  one  or  two  rows  of  oval  or  round 
nuclei  at  the  base.  The  solid  processes  were  made  up  of  small 
spheroidal  epithelium  with  darkly-staining  nuclei. 

''  One  lymphatic  gland  taken  from  the  neighbourhood  of 
the  kidney  was  examined,  but  the  evidence  of  secondary 
deposit  in  it  was  inconclusive.  The  tumour  may  be  classed 
with  those  known  as  malignant  adenomata."  Another  gland 
examined  by  Dr.  E.  M.  Callender  showed  evidences  of  hyper- 
trophy and  irritation,  but  no  tumour  growth. 
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It  has  been  doubted  by  some  authors  whether  the  removal 
of  neoplasms  of  the  kidney  from  children,  unless  they  are 
certainly  not  malignant,  should  ever  be  undertaken.  Not 
only  is  the  mortality  from  the  operation  very  great,  but  those 
cases  which  have  survived  the  immediate  risks  of  surgical 
treatment  seem  invariably  to  have  died  of  recurrence  within 
a  period  to  be  measured  by  months.  In  the  cases  collected 
by  Mr.  Godlee,  and  published  in  our  Transactions^  for  1884, 
in  Dr.  Newman's  table  published  in  1888,t  and  in  the  table 
published  by  Mr.  Bland  Sutton  in  1893,J  the  mortality  is  over 
50  per  cent.  As  regards  recurrence,  there  is  a  case  mentioned 
by  Mr.  Bruce  Clark,§  in  which  Hicquet  operated,  and  death 
did  not  take  place  till  eighteen  months  later,  but  with  that 
exception  I  have  found  no  history  in  which  it  is  stated  that  a 
child  has  lived  as  long  as  a  year  after  an  operation  for  the 
removal  of  a  new  growth  of  the  kidney. 

In  view  of  these  records,  and  of  Mr.  Targett's  opinion  of 
the  nature  of  the  tumour,  I  can  scarcely  hope  that  the  child 
on  whom  I  operated  will  escape  the  fate  of  the  others  whose 
cases  have  been  published.  She  has,  however,  lived  a  healthy 
life  for  over  fourteen  months  without  any  sign  of  recurrence, 
after  the  removal  of  a  growing  tumour  which  must  speedily 
have  induced  serious  symptoms  from  its  size  alone.  The 
operation  would,  therefore,  seem  to  be  justified  by  the  event 
in  this  particular  instance,  even  if  recurrence  should  take  place 
in  the  future.  Nevertheless  it  is  clear  that  if  nephrectomy 
is  to  be  performed  for  new  growths  in  children,  a  very 
careful  selection  of  cases  ought  to  be  made,  and  it  would 
seem  that,  as  a  rule,  the  surgeon  should  absolutely  refuse 
to  interfere.  His  difficulty  is  to  pick  out  the  few  cases  in 
which  he  may  be  justified  in  advising  an  operation. 

In  1884  Mr.  Godlee  urged  that,  before  an  ultimate  con- 
clusion is  come  to  as  to  the  advisability  of  operating  on  these 
tumours,  surgical  treatment  should  be  employed  in  a  number 
of  cases  at  an  earlier  stage  of  the  disease,  and  with  smaller 
tumours  than  that  removed  by  him.  The  advantages  of  early 
operation  will  not,  I  think,  be  disputed  ;  and  Mr.  Walsham  has 
removed  a  renal  sarcoma  from  a  child  nine  and  a  half  months 
old  with  temporary  success. ||  The  operation  might  be  under- 
taken even  at  an  earlier  age,  but  I  have  not  been  able  to 

*  Vol   xviii,  p.  36. 

t  Lectures  to  Practitioners  on  the  Surgical  Diseases  of  the  Kidney,  p.  450. 

X   Tumotirs,  Innocent  and  Malignant,  p.  120. 

§  Surgical  Diseases  of  the  Kidney,  p.  54. 

II  But,  Med.  Journ.,  1893,  vol.  i,  p.  G94. 
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satisfy  myself  that  in  those  cases  in  which  the  longest 
immunity  from  recurrence  has  been  observed  the  tumours 
were  specially  small,  or  that  the  operation  had  been  more 
promptly  arranged  than  in  the  less  successful  cases, 

I  would  be  inclined  to  look  rather  for  guidance  in  treat- 
ment to  a  careful  study  of  clinical  histories  and  of  the 
microscopic  structure  of  the  specimens  removed.  Mr.  Targett 
calls  the  tumour  in  my  case  a  "  malignant  adenoma,"  but 
pathologists  are  by  no  means  agreed  as  to  the  classifica- 
tion of  these  growths.  It  is  only  a  few  years  since  they  were 
indiscriminately  described  as  cancers,  while  at  present  the 
tendency  is  to  call  all  the  malignant  ones  that  occur  in 
children  sarcomata.  Under  this  heading  Mr.  Bland  Sutton 
includes  those  which  consist  of  tubes  lined  by  epithelium,  such 
as  are  described  in  the  case  now  reported.  Bland  Sutton 
says  that  these  tumours  invariably  contain  cells  simulating 
striped  muscle-cells,  and  these  cells  are  numerous  if  the  tubes 
are  few,  but  scanty  if  the  tubes  are  abundant.  When  these 
muscle-cells  are  the  most  prominent  feature  of  the  growth  it 
must  closely  resemble  a  spindle-celled  sarcoma ;  but  when  the 
tumour  consists  mainly  of  tubes  lined  by  epithelium  it  seems 
hardly  correct  to  describe  it  as  a  connective-tissue  neoplasm. 

In  the  tumour  described  for  me  by  Mr.  Targett  no 
striated  cells  have  been  found,  and  I  think  I  am  correct  in 
stating  that  no  new  growth  of  the  kidney  of  precisely  similar 
structure  to  this  one  has  been  removed  during  life  and 
described.  The  fact  that  the  removal  of  a  tumour  presenting 
uncommon  microscopic  characters  has  been  followed  by  an 
unusual  period  of  immunity  from  recurrence  suggests  the  idea 
that  the  success — I  should  perhaps  rather  say  the  comparative 
success — of  the  operation  is  due  to  the  nature  of  the  growth. 
If  this  view  should  be  supported  by  observations  on  future 
cases,  and  if  it  could  be  shown  that  certain  clinical  features 
are  constantly  associated  with  peculiar  structural  characters 
in  the  tumour,  valuable  indications  for  scientific  treatment 
would  be  available.  Accumulating  experience  may  lead  us 
to  such  indications,  but  at  present  we  can  only  look  to  those 
characters  which  guide  us  in  the  diagnosis,  prognosis,  and 
treatment  of  new  growths  elsewhere.  The  more  definite  the 
outline  of  the  tumour  to  palpation,  the  more  mobile  it  is,  the 
slower  its  growth,  and  the  better  the  state  of  the  patient's 
general  health — in  fact,  the  stronger  the  evidence  that  the 
patient  is  only  locally  affected — the  more  likely  is  operative 
treatment  to  be  followed  by  prolonged  immunity  from  the 
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disease.  Cases  may  be  observed,  on  the  other  hand,  in  which 
the  tumour  has  no  definite  outline,  being  fixed  to  and 
incorporated  with  the  neighbouring  structures,  so  as  to  be 
absolutely  immobile,  being  also  of  very  rapid  growth,  and 
accompanied  by  extreme  emaciation.  Such  cases  are 
obviously  unsuitable  for  surgical  interference.  It  does  not 
follow,  however,  that  these  latter  conditions  indicate  an 
advanced  stage  of  the  more  defined,  more  mobile,  and  more 
slowly  growing  tumours.  The  evidence  seems  rather  to  show 
that  the  symptoms,  sometimes  at  least,  depend  on  the  nature 
of  the  growth,  and  that  the  cases  are  favorable  or  unfavor- 
able for  surgical  treatment  from  the  first. 

Although  I  incline  to  the  belief  that  the  structure  of  the 
growth  in  the  case  under  consideration  is  a  principal  factor 
in  the  success  which  at  present  attends  the  treatment,  yet  the 
methods  of  operating  on  such  tumours  are  also  worthy  of  our 
close  attention.  It  may  be  questioned  whether  I  was  justified 
in  prolonging  the  operation  and  running  the  risk  of  damaging 
important  structures  by  attempting  to  remove  glands  which 
were  not  obviously  diseased,  especially  in  view  of  the  fact 
that  the  tumour  might  fairly  have  been  presumed  to  be  a 
sarcoma,  and  therefore  probably  would  not  tend  to  spread 
along  the  lymphatics.  I  could,  however,  only  decide  what  to 
do  by  the  naked-eye  conditions  observed,  and  the  glands  near 
the  kidney  were  certainly  enlarged  and  hard.  Moreover  the 
records  seem  to  teach  that  if  a  surgeon  undertakes  to  perform 
this  operation  he  should  do  it  in  a  most  thorough  fashion. 
In  spite,  therefore,  of  the  fact  that  no  distinct  evidence  of 
disease  has  been  found  by  microscopic  examination  of  the 
lymphatics  which  I  removed  with  the  tumour,  if  I  should  meet 
with  a  similar  case  in  the  future  I  would  certainly  take  away 
as  many  of  the  glands  as  possible. 

It  was  also  in  view  of  the  intensely  malignant  character  of 
these  growths  that  I  endeavoured  to  avoid  opening  the  cap- 
sule of  the  tumour,  and  to  remove  all  vestiges  of  it  which  had 
accidentally  been  separated.  The  importance  of  this  point 
has  been  strongly  urged  by  Mr.  Knowsley  Thornton.  On  the 
other  hand,  Mr.  Henry  Morris  and  Mr.  Bland  Sutton  advise 
that  in  operating  on  solid  tumours  of  the  kidney  the  surgeon 
should  cut  down  on  the  growth,  should  carefully  open  the  true 
renal  capsule,  and  should  enucleate  the  tumour  from  within  it. 
When  we  have  to  deal  with  a  growth  which  is  probably  malig- 
nant, and  which  is  surrounded  and  sharply  defined  by  a  firm 
fibrous  capsule — if  we  have  a  choice  between,  on  the  one  hand, 
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enucleating  the  growth  from  within  its  capsule,  and,  on  the 
other  hand,  removing  the  growth  and  its  capsule  without 
opening  the  latter, — there  can,  in  my  opinion,  be  no  hesitation 
as  to  which  of  the  two  methods  should  be  adopted.  If,  further, 
we  remember  that  the  operation  for  the  removal  of  the  tumours 
under  consideration,  when  not  directly  fatal,  has  an  unbroken 
record  of  death  from  recurrence,  the  evidence  seems  conclu- 
sive that  the  surgeon,  in  performing  this  operation,  must  not 
leave  any  portion  of  the  renal  capsule  which  has  been  in 
direct  contact  with  the  tumour  if  he  can  possibly  remove  it. 
To  cut  as  widely  of  the  growth  as  he  can  is  the  only  scientific- 
ally sound  method  in  view  of  the  pathology  of  the  disease, 
and  therefore  the  only  method  by  which  we  are  likely  to  secure 
an  improvement  in  the  results  of  the  operation  in  the  future. 

The  manner  of  dealing  with  the  divided  end  of  the  ureter 
is  also  a  matter  of  great  importance  in  nephrectomy.  Some 
surgeons  pay  very  little  attention  to  this,  and  tie  the  ureter 
separately,  or  in  one  mass  with  the  vessels,  as  is  more  conve- 
nient or  easier  in  the  particular  case.  Others  adopt  the  plan 
introduced  by  Mr.  Knowsley  Thornton,  and  bring  the  divided 
end  of  this  duct  outside  the  incision.  When  there  has  been 
much  perirenal  inflammation  there  may  be  no  choice  but  to 
tie  the  ureter  and  leave  it  at  the  bottom  of  the  wound.  In 
many  cases,  however,  and  especially  in  the  great  bulk  of  cases 
of  renal  neoplasm,  the  divided  end  of  the  ureter  can  be  easily 
brought  outside  the  skin,  either  at  the  anterior  incision  or 
through  an  opening  made  for  the  purpose  further  back,  with- 
out any  undue  stretching,  and  without  any  risk  of  causing  an 
obstruction  of  the  bowels.  By  bringing  the  open  end  of  the 
ureter  outside,  every  chance  of  fouling  the  wound  by  the  con- 
tents of  this  duct,  and  very  often  the  necessity  for  using  a 
drainage-tube,  may  be  avoided.  If  there  be  no  tube  in  the 
wound  much  less  after-disturbance  is  necessary,  a  point  which 
is  all-important  when  we  have  to  deal  with  a  child.  For  these 
reasons  the  securing  of  the  cut  end  of  the  ureter  outside  the 
skin  is  as  desirable  from  a  clinical  point  of  view  as  the  re- 
moval of  the  tumour  complete  within  its  capsule  is  essential 
from  the  standpoint  of  the  pathologist. 

I  have  much  pleasure  in  expressing  my  thanks  to  Mr. 
Targett  for  the  sections  he  has  shown  to  the  Society,  and  to 
Mr.  Bousfield  for  his  beautiful  photograph.  I  also  desire  to 
acknowledge  the  kindness  of  Sir  Spencer  Wells  and  Mr. 
Knowsley  Thornton  in  advising  me  in  this  case,  and  in  thus 
sharing  to  some  extent  the  responsibility  of  the  operation. 
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XVII. — Multiple  Epitheliomatous  Groivths  developing  in 
a  case  of  Psoriasis  which  had  been  treated  with 
arsenic  for  more  than  thirty  years.  By  W. 
Aebuthnot  Lane,  M.S.     Bead  February  9,  1894. 

THE  following  case  is  of  much  interest,  since  it  illustrates 
remarkably  well  the  manner  in  which  epitheliomatous 
formations  may  apparently  result  from  the  prolonged  admin- 
istration of  arsenic.  This  causal  connection  between  the 
drug  and  the  growth  formation  was^  I  believe,  first  described 
by  Mr.  Jonathan  Hutchinson. 

The  particular  interest  of  this  case  consists  in  the  multi- 
plicity of  the  growths  which  developed,  dnd  as  I  do  not 
remember  having  read  of  any  similar  one,  I  think  it  is  of 
sufficient  interest  to  bring  before  the  Society. 

W.  C,  aet.  63,  was  admitted  in  April,  1892,  into  Guy's 
Hospital  under  my  care  for  an  epithelioma,  which  was 
situated  on  the  lower  third  of  the  back  of  the  forearm.  There 
was  no  glandular  enlargement.  The  growth  was  about  two 
inches  in  diameter.     It  was  freely  removed. 

While  in  the  hospital  he  made  no  mention  of  having 
suffered  from  skin  eruption,  and  none  was  observed.  He 
stated  that  a  small  nodule  appeared  in  the  position  of  the 
centre  of  the  epitheliomatous  growth,  and  that  later  three 
distinct  similar  masses  formed  about  it.  These  all  fused 
together  to  form  the  tumour  I  removed. 

He  was  readmitted  into  Guy's  in  March,  1893,  covered 
with  patches  of  psoriasis,  which  he  then  told  us  he  had  had 
off  and  on  since  infancy,  and  that  his  father  had  suffered  in 
the  same  way.  He  had  for  the  last  thirty  years  attended  the 
skin  department  of  the  hospital,  and  during  the  whole  of  this 
time  he  had  taken  arsenic  in  the  form  of  Fowler's  solution. 

Durinar  the  last  seven  or  eio^ht  months  he  had  noticed 
on  his  scrotum  three  patches  which  resembled  the  primary 
patch  on  the  forearm,  and  one  of  these  he  believed  had  deve- 
loped in  a  portion  of  the  psoriasis  eruption.  This,  however, 
was  very  doubtful.  When  I  saw  him  I  found  three  distinct 
epitheliomatous  ulcers,  each  about  the  size  of  a  threepenny 
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piece,  and  separated  from  one  another  in  one  case  by  one 
inch  and  in  the  other  by  about  two  inches.  These  were 
excised,  the  wounds  healing  rapidly  and  perfectly. 

He  was  directed  to  give  up  the  arsenical  preparation 
which  he  had  taken  for  so  long,  and  to  return  should  he 
observe  anything  of  a  suspicious  nature. 

As  he  did  not  come  to  see  me  I  wrote  for  him  in  December, 
1893,  when  I  found  two  little  indurated  patches  in  the  scrotum 
lying  parallel  to  one  another  on  an  anterior  plane  to  the  last 
removed.  They  were  separated  from  one  another  and  from 
the  most  anteriorly  placed  of  the  last  by  about  an  inch. 
They  measured  a  quarter  of  an  inch  in  diameter,  and  were 
not  ulcerated  on  the  surface  as  the  others  had  all  been. 

He  said  he  had  observed  them  for  three  or  four  months  at 
least.  They  were  removed,  and  when  examined  micro- 
scopically were  found  to  be  small  epitheliomas. 

Again  on  January  22,  1894,  two  more  small  epitheliomas 
were  removed  from  the  scrotum,  one  being  in  the  immediate 
vicinity  of  a  growth  which  had  been  removed  very  freely  on 
a  preceding  occasion.  This  appeared  to  have  started  about 
the  holes  through  which  the  horsehair  suture  passed,  which 
had  been  overlooked  and  not  removed.  The  other  was  at  a 
distance  from  any  of  the  other  growths. 

This  patient  has  up  to  the  present  date  had  eleven  separate 
foci  of  malignant  growth,  four  appearing  on  the  forearm  over 
an  area  of  two  inches  square,  and  seven  on  the  perineeum  and 
scrotum  ;  and  in  only  one  of  these,  which  was  situated  imme- 
diately in  front  of  the  anus,  did  he  suspect  that  the  growth 
developed  in  a  patch  of  psoriasis. 

There  is  no  reason  to  suppose  that  these  small  epitheliomas 
will  cease  to  develop,  and  as  far  as  I  can  see  the  only  treat- 
ment I  can  suggest  is  to  watch  for  them  and  remove  them  as 
they  appear.  He  has  taken  no  arsenic  since  March,  1893,  but 
the  cessation  of  the  drug  does  not  seem  to  have  stopped  the 
formation  of  the  epithelial  ingrowths.  Why  they  should  at 
one  time  be  limited  to  a  comparatively  small  area  of  the 
forea;rm  and  now  to  the  scrotum  and  perinseum  does  not  seem 
verv  obvious. 
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XVIII. — Case  of  Acute  General  Suppurative  Peritonitis 
secondary  to  Appendicitis :  removal  of  Appendix  : 
recovery.  By  W.  Arbuthnot  Lane,  M.S.  Bead 
February  9, 1894. 

I  WILL  make  no  apology  for  bringing  this  case  before 
the  Society,  since  it  is  full  of  interest  to  the  physician  as 
well  as  the  surgeon,  for  the  reason  that  the  operation  in  no 
way  affected  the  course  of  the  acute  general  suppurative 
peritonitis,  which  subsided  solely  under  medical  treatment. 
Whether  the  intensely  inflamed  appendix  would  have  subsided 
without  operative  interference,  or  whether  it  would  have  kept 
the  peritonitis  alive  by  a  further  supply  of  micro-organisms,  or 
whether  it  would  have  become  gangrenous,  it  is  impossible  to 
say.  In  any  case,  however,  the  removal  of  the  appendix  has 
freed  the  patient  from  a  recurrence  of  the  risks  to  which  this 
attack  exposed  him.  The  favorable  termination  of  the  con- 
dition of  peritoneum  which  was  exposed  at  the  time  of  the 
operation  is,  in  my  experience,  quite  unique,  and  must  be 
attributed,  I  presume,  to  some  want  of  virulence  of  the  micro- 
organisms which  produced  it. 

For  the  following  details  I  am  chiefly  indebted  to  Dr. 
Shute,  to  whose  care  and  attention  the  recovery  of  the  patient 
is  chiefly  due. 

E.  B.,  get.  18,  had  three  years  ago  an  attack  of  acute 
abdominal  pain,  which  confined  him  to  bed  for  a  week. 
There  was  no  particular  pain,  tenderness,  or  fulness  in  the 
right  iliac  fossa.  A  year  ago  he  had  a  similar  attack,  for 
which  he  was  in  bed  for  three  or  four  days. 

The  onset  of  the  present  attack  was  much  less  sudden  and 
severe  than  those  preceding  it. 

On  September  1,  1893,  and  on  the  day  followiug,  he  suf- 
fered from  slight  pain  in  the  stomach,  but  did  not  feel  at  all 
ill.  He  attended  to  his  duties,  taking  his  food  well,  and  on 
the  2nd  inst.  playing  croquet  and  going  for  a  long  walk  in  the 
evening.     He  went  to  bed  feeling  quite  well. 

Between  six  and  seven  on  the  morning  of  September  3 
he  awoke  with  diffused  abdominal  pain,  which  persisted  and 
prevented  him  from  continuing  his  sleep.      He  could  not  eat 
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his  breakfast.  His  bowels  were  opened  freely^  but  the  pain 
continuing  he  took  a  dose  of  castor  oil,  after  which  the  pain 
increased  considerably  in  severity.  As  the  parents  were 
unable  to  relieve  his  pain  by  the  use  of  hot  fomentations,  &c., 
Dr.  Shute  was  asked  to  see  him  at  two  o^clock  the  same  day. 
He  found  him  lying  on  his  back  with  his  legs  extended. 
The  toague  was  dry  and  brown,  the  feet  and  legs  cold,  and 
the  breathing  entirely  thoracic.  He  had  been  sick  once 
after  the  castor  oil.  The  abdomen  was  very  tender,  and  so 
rigid  that  nothing  could  be  felt.  Fomentations  and  heat  were 
applied,  and  morphia  was  administered  frequently. 

On  September  4  his  condition  was  worse. 

On  September  5  all  his  symptoms  had  increased  in  severity. 
At  1.30  I  saw  him  with  Drs.  Shute  and  Crook.  He  was 
then  much  collapsed,  the  breathing  was  entirely  thoracic,  the 
abdominal  muscles  were  extremely  hard  and  rigid,  and  the 
abdomen  was  somewhat  distended  and  very  tender  on 
pressure.  Owing  to  the  resistance  offered  by  the  muscles 
nothing  could  be  felt. 

We  concluded  that  the  patient  was  suffering  from  acute 
general  suppurative  peritonitis  due  to  rupture  of  an  abscess 
about  an  inflamed  appendix,  and  though  we  felt  that  for  such 
a  condition  operative  interference  offered  an  extremely  small 
chance  of  recovery,  we  determined  to  do  what  we  could  with- 
out delay. 

After  morphia  and  chloroform  had  been  administered  we 
were  much  struck  by  the  fact  that  when  under  complete  anaes- 
thesia the  abdominal  muscles  remained  as  rigid  as  before.  A 
loDg  median  incision  was  made,  when  a  small  quantity  of 
creamy  pus  appeared  between  the  edges  of  the  peritoneum. 
On  retracting  the  sides  of  the  wound  the  viscera  were 
seen  to  be  intensely  injected,  to  move  freely  upon  one 
another,  and  to  be  covered  by  a  very  thin  layer  of  pus,  which 
formed  in  lines  where  the  intestines  or  other  viscera  came  tem- 
porarily into  apposition.  No  adhesion  could  be  felt  in  the 
general  cavity,  and  the  intensity  of  the  inflammatory  process 
was  as  marked  in  one  part  of  the  abdomen  as  it  was  in  another. 
There  was  no  collection  of  pus  in  the  pelvis.  On  examining 
the  right  iliac  fossa  a  very  large  appendix  was  felt  lying 
immediately  internal  to  the  anterior  superior  spinous  process. 
An  incision  was  made  over  it,  when  it  was  examined  more 
fully.  It  was  then  seen  that  an  abscess  had  existed  about 
the  appendix,  and  that  it  had  ruptured  and  brought  about 
the  general  peritonitis. 
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The  appendix  was  as  large  as  one's  thumb,  and  intensely 
livid.  After  it  was  removed  it  was  carefully  examined,  and 
though  covered  with  lymph  it  was  perfectly  intact  and  had  no 
smell  whatever. 

The  advisability  of  washing  out  the  peritoneal  cavity  was 
discussed,  and  it  was  considered  that  no  benefit  would  be 
derived  from  it,  since  irrigation  to  be  sufficiently  thorough 
to  wash  away  even  a  proportion  of  the  pus  would,  owing 
partly  to  its  universal  diffusion  and  partly  to  the  extremely 
rigid  condition  of  the  abdominal  walls,  in  all  probability  only 
result  in  the  death  of  the  patient  on  the  table.  Again,  there 
was  no  reason  to  suppose  that  if  all  the  pus  could  be  removed 
the  intense  inflammation  of  the  peritoneum  would  subside. 

It  was  also  felt  that  the  introduction  of  a  drainage-tube 
or  tampons  of  gauze  would  serve  no  useful  purpose,  but  would 
would  rather  add  to  the  risks  of  the  patient,  so  it  was  deter- 
mined to  sew  up  the  wounds,  to  keep  the  case  under  morphia, 
and  to  feed  almost  entirely  by  the  rectum.  The  chance  of 
such  an  acute  general  suppuration  of  the  peritoneum 
subsiding  and  the  patient  recovering  appeared  to  us  very 
small. 

The  patient  improved  very  slowly  but  steadily  after  the 
operation,  so  that  by  September  15,  when  the  stitches  were 
removed,  the  abdominal  muscles  had  lost  their  rigidity,  and 
the  patient  breathed  pretty  freely  with  his  abdomen.  He  is 
now  perfectly  well. 

On  dividing  the  appendix  longitudinally  the  muscular 
and  mucous  coats  were  much  hypertrophied,  and  the 
whole  thickness  of  the  bowel  was  enormously  increased  by 
the  very  acute  inflammatory  process.  There  was  nothing 
found  in  its  interior  beyond  a  little  fluid  faeces,  and  there  was 
no  evidence  of  constriction  anywhere. 
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XIX. — Peculiar  Fungating  Groivth  of  Penis  {anoma- 
lous granuloma  F),  lasting  nineteen  months.  By 
John  R.  Lunn.     Bead  February  9,  1894. 

GEORGE  T.,  eet.  31,  porter,  was  admitted  under  my  care 
August  24,  1892.  The  following  is  a  general  account  of 
his  illness  as  given  by  himself. 

In  January,  1891,  he  became  a  patient  of  the  Holboru 
Infirmary  for  a  short  time,  on  account  of  a  soft  sore  on  his 
glans  penis.  The  sore  healed,  and  he  was  discharged  as  cured. 
A  month  later  a  hard  chancre  appeared  on  the  external  sur- 
face of  his  prepuce.  Three  months  after  this  a  small  nodule 
appeared  on  the  dorsum  of  the  penis  near  the  root ;  this  broke 
down  and  left  a  small  shallow  ulcer. 

In  December,  1891,  the  patient  was  admitted  into  High- 
gate  Infirmary ;  for  several  months  previous  to  admittance 
he  had  treated  himself  without  seeking  medical  advice.  At 
Highgate  Infirmary  he  remained  for  two  months,  and  left 
apparently  cured,  having  been  circumcised,  and  having  had 
the  ulcer  scraped  and  cauterised  ;  this  was  in  consequence 
nearly  healed. 

In  March,  1892,  about  six  weeks  after  leaving  the  Highgate 
Infirmary,  he  noticed  on  the  line  of  circumcision  at  the  base 
of  the  glans  penis  that  ulceration  was  beginning,  and  that  the 
ulcer  was  covered  with  unhealthy  granulations.  These  gradu- 
ally extended  until  they  reached  all  round  the  circumference 
at  the  corona ;  the  ulcers  on  the  dorsum  near  the  root,  which 
had  never  been  entirely  healed,  began  to  spread  with  rapidity, 
and  the  parts  were  very  painful. 

The  patient  went  into  the  Lock  Hospital  in  April,  1892, 
when  the  granulations  were  scraped  and  red  wash  was  applied 
for  about  a  fortnight.  The  ulceration  appeared  to  be  healing, 
but  the  granulations  soon  began  to  re-form.  He  was  then 
cauterised  with  HNO3,  which  caused  him  much  pain,  and  as 
the  patient  did  not  improve,  he  left  the  hospital  in  July  against 
advice.  The  mass  was  apparently  thought  to  be  epithelio- 
matous,  and  amputation  of  the  penis  was  advised,  but  he  refused 
to  undergo  the  operation.  He  remained  at  home  until 
August  24,  1892,  when  he  was  admitted  into  St.  Marylebone 
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Infirmary.  At  that  time  there  were  some  signs  of  doubtful 
phthisis  at  his  right  apex.  On  admission  there  were  a  mass 
of  unhealthy  granulations  all  round  the  corona  of  his  penis 
and  covering  his  glans  penis,  a  large  raw  granulating  surface 
on  the  dorsum  of  his  penis  near  the  root,  and  several  small 
nodules  on  the  scrotum  (near  where  it  joins  the  skin  of  the 
penis  on  the  under  surface).  Some  of  the  nodules  were 
breaking  down,  leaving  small  painful  ulcers,  the  nodules 
apparently  being  due  to  the  affection  of  the  sebaceous  follicles, 
and  there  were  also  present  some  doubtful  amyloid  glands  in 
both  groins  (inflammatory). 

The  patient  was  suffering  intense  pain,  especially  on  pass- 
ing urine.  The  surface  of  the  glans  penis  was  raw,  and 
covered  with  small  granulations. 

On  September  7  the  granulations  were  curetted  under  an 
angesthetic,  and  for  a  time  things  appeared  to  be  going  on 
well,  but  soon  the  granulations  reappeared  ;  fresh  small 
nodules  on  the  dorsum  and  scrotum  formed,  discharged,  and 
broke  down,  and  the  old  ulcers  rapidly  spread  at  their 
edges. 

Injections  of  morphia  were  given  to  relieve  the  pain. 
Iodoform  and  cocaine  ointment  were  applied,  and  a  mixture 
of  iodide  of  potash  gr.  xx  with  mercury  was  given. 

On  November  10  the  parts  were  again  curetted,  and  most  of 
the  glans  penis  was  removed;  it  being  friable  and  softened,  the 
cautery  was  applied.  There  was  a  fistulous  opening  into  the 
urethra,  near  the  root  of  the  glans  penis  on  the  upper  surface. 

The  patient  was  kindly  seen  by  Mr.  John  Hutchinson  and 
others,  who  were  inclined  to  think  that  the  condition  was  due 
bo  syphilis  or  tubercular  disease,  and  they  all  advised  large 
doses  of  mercui'y  with  continuous  irrigation.  The  latter  was 
carried  out  for  two  days  and  nights,  but  was  necessarily  discon- 
tinued then,  as  the  patient  complained  of  such  intense  pain, 
though  the  effect  on  the  penis  was  very  marked,  and  the 
patient  was  rendered  much  more  comfortable,  though  he  still 
complained  of  great  pain  on  passing  water  and  on  dressing 
his  penis.  The  raw  surface  again  became  covered  with  exu- 
berant granulations,  and  the  condition  became  almost  as  bad 
as  ever.  At  this  stage  the  patient's  general  health  began  to 
fail,  his  temperature  rose  to  102°  F.,  and  his  life  appeared  a 
perfect  misery.  On  December  4  and  24,  1892,  the  granula- 
tions were  again  scraped  on  two  occasions,  a  catheter  being 
left  in  two  days  on  each  occasion  ;  still  the  condition  got 
worse,  and  it  was  decided  as  a  last  resource  to  amputate  the 
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penis.  This  was  done  by  my  colleague,  Dr.  Nix,  on  January 
25,  1893.  The  scrotum  was  split  in  the  median  line,  the  crura 
were  cut  off  near  their  insertion  into  the  pelvic  arch,  the 
urethra  was  cut  off,  and  the  end  brought  out  behind  the 
scrotum. 

The  inside  of  the  penile  portion  of  the  urethra  was  diseased, 
and  the  granulations  spread  back  several  inches.  A  catheter 
was  fastened  in  for  some  days ;  the  wound  healed  well,  and  the 
patient  appeared  much  more  comfortable. 

A  few  days  after  the  operation  the  patient  began  to  suffer 
from  swollen  glands  under  his  jaw  on  both  sides,  and  his  tem- 
perature went  up  to  102°  F.  A  gland  near  Poupart's  liga- 
ment (inner  end)  on  the  left  side  became  much  enlarged,  the 
suppurating  glands  under  the  jaw  were  incised,  and  some  bad 
teeth  were  removed,  but  the  condition  under  the  jaw  did  not 
improve,  and  so  on  March  2,  1893,  the  patient  was  given  an 
anaesthetic,  and  the  glands  under  the  jaw  were  scraped,  and 
some  glands  in  the  left  groin  excised.  The  wounds  in  the  groin 
healed  up,  but  more  glands  under  the  right  jaw  enlarged  and 
suppurated.  These  were  opened  May  15;  the  swelling  was 
thought  to  be  due  to  salivation  and  bad  teeth  from  the 
amount  of  mercury  he  had  taken. 

The  patient  at  last  began  to  improve,  all  the  wounds  healed, 
and  he  was  discharged  cured  June  10,  1893.  Since  then  he 
has  had  no  recurrence  of  the  disease,  and  when  I  last  saw 
him,  November,  1893,  his  general  health  appeared  to  be  good. 

Mr.  Targett  has  kindly  examined  the  penis  removed,  and 
sent  me  the  following  account  from  the  College  of  Surgeons. 
The  extremity  of  the  organ  is  converted  into  an  oval  lobulated 
tumour,  two  inches  in  its  chief  diameter.  The  pigmented 
integuments  at  the  margin  are  raised  and  undermined,  and 
near  the  base  of  the  tumour  several  white  tubercles  are  seen 
protruding  through  the  skin.  On  the  reverse  of  the  prepara- 
tion the  urethra  has  been  laid  open,  and  its  lining  membrane 
is  much  ulcerated  and  nodular,  the  glans  penis  beino-  indis- 
tinguishable. The  careful  sections  taken  from  the  edge  of  the 
growth  and  glands  removed  from  the  groin  are  composed  of 
cells  with  large  round  nuclei  and  numerous  capillary  vessels 
as  in  granulation  tissue,  and  it  appears  as  an  anomalous 
granuloma. 

Remarks. — 1.  In  Holmes'  book  on  surgery  it  is  stated  that 
by  far  the  larger  proportion  of  the  affections  of  the  penis  are 
connected  with  and  depend  upon  gonorrhoea  or  syphilis;  a  few 
innocent  ones,  such  as  warts,  naevi,  and  fibro- cellular  growths, 
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may  also  be  mentioned,  and  those  are  said  to  form  a 
connecting  link  with  sarcomata,  though  this  is  very  rare. 
It  is  also  stated  that  epithelioma  frequently  begins  in  the 
glans  penis  at  the  junction  with  the  prepuce,  and  is  then  an 
irregular  warty  excrescence  with  secondary  glands  in  the 
groins. 

2.  My  case  appeared,  when  first  observed  by  me,  to  be 
syphilitic  in  character,  but  the  patient  had  no  secondary 
symptoms,  and  the  disease  did  not  abate  under  antisyphilitic 
treatment.  At  one  time  it  was  thought  to  be  tubercular, 
there  having  been  some  doubtful  old  mischief  at  the  right 
apex  of  his  lung,  but  no  tubercle  bacilli  were  to  be  found  in 
his  sputa,  growth,  or  discharge  from  the  penis. 

Mr.  Bertram  Robinson  also  kindly  examined  the  tumour, 
but  could  not  find  any  tubercle  bacilli,  and  thought  histo- 
logically it  was  made  up  of  granulation  tissue,  and  strongly 
suggests  its  tuberculous  nature. 

I  am  indebted  to  Dr.  Basil  Woodd  Walker  for  the  very 
accurate  water  drawing  of  the  case  ;  and  to  my  colleague.  Dr. 
Nix,  for  the  extreme  interest  and  attention  he  took  in  the 
case  and  the  assistance  he  afforded  me  throughout. 

My  case  is  interesting  on  account  of  the  length  of  its 
duration,  and  not  improving  under  palliative  treatment  and 
repeated  operations.  Mr.  John  Hutchinson,  who  kindly  saw 
the  case,  said  he  had  never  seen  a  similar  case,  and  this  was 
why  I  wished  to  put  the  notes  of  the  case  before  this  Society. 

Mr.  Lane  has  reported  a  similar  case  to  mine  in  the 
Pathological  Transactions  of  1893,  vol.  xliv,  pp.  105  and  106, 
which  is  described  as  an  extensive,  rapidly  destructive  papil- 
loma of  the  penis. 


DESCRIPTION   OF  PLATE   I, 

To  illustrate  Mr.  John  R.  Lunn's  Case  of  Peculiar  Fungating 
Growth  of  Penis. 

The  glans  penis  and  corona  were  covered  with  unhealthy  granula- 
tions ;  a  large  raw  granulating  surface  was  seen  on  the  dorsum  of  the 
penis  near  the  root,  and  several  nodules  on  the  scrotum.  Some  were 
commencing  to  break  down,  and  there  appeared  to  be  some  affection 
of  the  sebaceous  follicles. 
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XX. — A  Case  of  Diphtheritic  Paralysis  suddenly  fatal 
in  a  very  unusual  manner.  By  W.  Hale  White, 
M.D.     Bead  February  23,  1894. 

ALPHEUS  B.,  aet.  47,  a  carter,  was  sent  to  London  by 
Dr.  Briscoe,  and  admitted  into  Guy's  Hospital  Sep- 
tember 5,  1893  (clinical  clerk  Mr.  E.  Van  Sommern).  Ten 
weeks  ago  lie  had  faucial  diphtheria ;  two  of  his  children  died 
in  his  house  of  the  same  disease  just  previous  to  his  being 
attacked.  He  became  convalescent  in  seventeen  days,  three 
weeks  from  which  time  he  began  to  notice  that  he  had 
tingling  and  numbness  in  his  hands,  fingers,  feet,  and  toes, 
that  fluid  taken  into  the  mouth  was  returned  through  the 
nose,  that  he  spoke  thickly,  and  that  his  legs  and  arms  were 
weak. 

On  admission. — He  is  unable  to  walk,  but  is  very  healthy- 
looking. 

Nervous  system. — Motor. — He  is  able  to  move  his  arms  and 
legs,  but  there  is  very  marked  loss  of  power  in  all  his  limbs 
and  in  all  movements  of  them.  His  grip  is  very  feeble. 
There  is  impaired  movement  of  the  abdominal  wall  on  inspi- 
ration. No  wrist- nor  ankle-drop.  When  he  swallows  liquids 
immediately  after  the  ingestion  of  solid  food,  the  fluid  regur- 
gitates through  his  nose.  His  palate  is  paralysed.  When  he 
saji-s  "  Ah  !"  the  right  palatal  arch  becomes  elevated  slightly, 
while  the  left  does  not  move.  He  evidently  has  some  laryn- 
geal trouble,  as  his  defect  in  speech  can  hardly  be  wholly 
accounted  for  by  the  paralysis  of  the  palate.  The  larynx 
cannot,  however,  be  satisfactorily  seen  on  account  of  the  large 
quantity  of  saliva  and  mucus  in  the  mouth. 

Sensory. — All  varieties  of  muscular  sense  are  unimpaired. 
Tactile  :  there  is  slight  impairment  of  sensation  in  the  tips 
of  the  toes,  and  also  on  the  plantar  aspect  of  both  feet. 
Otherwise  tactile  sensation  is  normal.  Pain :  sensibility  to 
pain  is  quite  unimpaired.  Heat  and  cold  :  sensation  to  these 
is  normal,  except  that  it  is  absent  on  the  tips  of  the  toes  of 
the  left  foot,  and  impaired  on  the  tips  of  the  toes  of  the  right. 
Pain  on  pressure  is  not  felt  anywhere  except  slightly  in  the 
calves  and  on  the  outer  sides  of  both  feet. 

Reflexes. — Knee,  plantar,  wrist,  and  elbow  all  absent :  no 
clonus. 
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Trophic  changes. — Little  if  any  wasting  of  muscles.  No 
skin  changes. 

Electrical  reactions. — Reaction  of  degeneration  can  be 
obtained  in  some  of  the  muscles. 

Circulatory  system. — Pulse  regular^  75.  The  heart  is  appa- 
rently quite  healthy. 

Respiratory  system. — A  few  rales  andrhonchi  indicative  of 
chronic  bronchitis  can  be  heard.  No  paralysis  of  diaphragm 
observable.    His  appetite  is  poor. 

He  was  treated  with  mercury  and  iodide  of  potassium  and 
subcutaneous  injections  of  strychnine.  He  appeared  to  im- 
prove although  slowly.  On  two  occasions  he  complained  of 
sharp  pain  in  the  heels,  and  once  the  digital  nerves  of  the  toes 
seemed  tender. 

September  19. — This  afternoon  he  was  drinking  some  tea, 
when  he  suddenly  began  to  cough  ;  this  soon  stopped,  and  the 
patient  was  very  distressed  in  his  breathing,  sitting  up  in  bed 
and  panting  for  breath  with  a  distended  chest  and  expiratory 
dyspnoea, — looking,  in  fact,  just  like  a  patient  in  an  asthma- 
tical  paroxysm.  The  pulse  was  good  and  regular.  There  was 
no  stridor,  and  no  indication  whatever  that  the  larynx  was  ob- 
structed. The  difficulty  of  breathing  got  worse,  the  patient 
became  gradually  livid,  and  in  ten  minutes  from  the  first  onset 
of  the  attack  he  was  dead.  The  pulse  continued  to  beat  well 
till  the  end. 

Autopsy. — There  were  old  pleuritic  adhesions  and  a  little 
emphysema.  The  larynx  was  clear,  nothing  was  impacted  in 
it,  but  there  poured  out  from  the  two  main  bronchi  about  one 
and  a  half  fluid  ounces  of  a  light  brownish  tea-like  fluid  con- 
taining minute  particles  of  clotted  milk.  Otherwise  the  body 
appeared  to  the  naked  eye  perfectly  healthy. 

I  saw  the  patient  while  in  the  fit,  and  thought  that  owing  to 
muscular  paralysis  or  anaesthesia,  or  both,  some  tea  had  got 
into  the  bronchi,  and  so  had  caused  spasm  of  most  of  the 
bronchial  tubes.  As  far  as  the  post-mortem  could  explain 
anything  it  accorded  with  this  view,  and  showed  that  we  were 
justified  in  not  performing  tracheotomy.  I  thought  that 
every  minute  the  spasm  would  pass  off  like  an  asthmatic 
paroxysm.  He  would  not  let  us  go  near  him,  and  was  in  such 
distress  that,  all  things  considered,  Ave  did  not  turn  him  upside 
down;  and  probably  it  would  have  been  of  no  use,  for  the 
passage  of  the  tea  back  again  might  have  increased  the 
spasm. 

This  case  has  very  many  points  of  interest — as,  for  instance, 
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the  long  period  between  the  diphtheria  and  the  onset  of  the 
paralysis,  the  wide  extent  of  the  paralysis,  the  unilateral 
paralysis  of  the  palate  (of  which  I  recorded  an  instance  in 
this  Society's  Transactions  last  year),  and  the  loss  of  muscle 
sense ;  but  none  of  these  are  rare  enough  to  have  justified  me 
in  bringing  the  case  before  this  Society.  The  mode  of  death 
is,  however,  very  infrequent. 

Eeaders  of  the  very  complete  article  on  the  subject  by  the 
late  Dr.  Eoss  {A  Treatise  on  Peripheral  Neuritis,  by  Ross 
and  Bury)  will  remember  that  in  only  two^  out  of  171  cases 
collected  by  him  was  death  due  to  food  getting  into  the  air- 
passages,  and  then  the  cause  of  death  was  the  actual  impaction 
of  solid  food. 

It  is  true  that  occasionally  death  in  diphtheritic  paralysis 
is  stated  to  be  due  to  asthma,  but  that  term  is  used  in  a 
vague  sense;  often  no  doubt  it  means  bronchitis,  especially  as, 
from  paralysis  of  the  respiratory  muscles,  these  patients  are 
very  liable  to  bronchitis,  and  often  no  doubt  it  means  death 
from  cardiac  dyspnoea.  As  far  as  I  am  aware  it  is  excessively 
rare  for  death  in  diphtheritic  paralysis  to  take  place  from 
spasm  of  the  bronchial  tubes  due  to  the  irritation  of  food,  as 
I  believe  it  did  in  my  case,  which  is  interesting  not  only  on 
this  account,  but  also  because,  as  the  paroxysm  so  exactly  re- 
sembled one  of  asthma,  it  goes  to  show  that  in  this  disease  we 
have  to  deal  with  a  spasm  of  the  bronchial  tubes.  No  doubt 
the  weakness  of  the  abdominal  muscles  helped  to  the  fatal 
result,  for  had  it  not  been  for  this  the  patient  might  have 
been  able  to  expel  the  tea  by  coughing,  which  indeed  he 
attempted.  Then  also  it  is  probable  that  weakness  of  the 
muscles  of  deglutition  allowed  the  tea  to  get  to  the  larynx, 
and  their  defect  was  perhaps  made  the  more  importa,nt  by 
some  faucial  and  laryngeal  antesthesia. 

*    Vide  L' Union  medicate,  2nd  series,  tome  iv,  1859,  p.  4,  aud  Lancet,  vol.  i, 
1866,  p.  33. 
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XXI. — Multiple  Infective  Neuritis.     By  Frederick  W. 
MoTT,  M.D.     Bead  February  23,  1894. 

WM.  H.,  £et.  34,  a  fruit  salesman,  was  admitted  into  Charing 
Cross  Hospital  April  26,  1893,  for  kidney  complaint. 
The  family  history  was  not  good,  but  beyond  the  fact  that  the 
father  died  at  thirty  and  the  mother  at  fifty-six  of  heart  disease, 
and  that  he  is  the  sole  survivor  of  a  family  of  eight,  there  is 
nothing  which  could  throw  light  upon  his  present  illness. 
There  is  no  history  of  any  disease  except  measles  when  he 
was  a  child,  and  he  denies  having  had  gonorrhoea  or  syphilis. 
He  drinks  a  quart  of  beer  a  day.  About  five  months  ago  he 
suffered  with  sickness  in  the  mornings.  His  present  illness 
commenced  a  month  ago  with  severe  bleeding  from  the  nose, 
which  lasted  about  six  hours ;  the  nose  had  to  be  plugged. 
Last  week  the  bleeding  came  on  again,  but  was  not  so  severe. 

On  April  21  he  had  pain  and  swelling  of  the  right  ankle, 
then  of  the  right  knee,  then  pain  extended  to  hip-joint, 
abdomen,  arm  and  hand  of  the  same  side.  For  some  time 
past  he  has  had  night  sweats. 

Condition  on  admission. — Patient  complains  of  great  pain 
in  the  right  ankle  and  knee,  right  hand  and  arm,  round  the 
loins,  and  in  the  lower  part  of  the  abdomen  ;  the  left  leg  and 
left  arm  and  hand  seem  stiff  when  moved.  He  perspires  consi- 
derably, and  the  temperature  varies  between  100"G°  and  1032°. 
The  pain  is  continuous,  but  much  aggravated  by  movement. 
The  right  leg  is  swollen,  red,  and  oedematous ;  the  knee-joint 
is  hot,  swollen,  and  contains  fluid,  also  the  right  ankle,  but  to 
a  less  degree.  The  right  hand  is  red  and  swollen,  and  the  pain 
which  exists  in  it  extends  up  to  the  shoulder.  The  patient 
can  scarcely  raise  his  arm.  He  has  had  pains  in  the  back  of 
the  neck,  but  they  are  now  gone.  Examination  of  the  chest 
reveals  no  physical  signs  either  in  the  heart  or  lung.  Urine 
acid,  sp.  gr.  1018,  contains  half  albumen  and  blood. 

April  28. — Pain  this  morning  rather  better,  right  knee 
not  quite  so  much  swollen ;  there  is  slight  cedema  and  red- 
ness of  the  left  leg  on  the  outer  side,  but  no  swelling  of  left 
knee-joint. 

April  29. — Patient  not   so  well.     Temperature  rose  last 
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night  to  103°.  Eedness  and  csdema  of  left  leg  liave  now  dis- 
appeared, but  the  patient  complains  of  pain  in  the  right  arm, 
which  is  swollen,  red,  and  cedematous  from  the  middle  of  the 
arm  to  wrist.  The  swelling  of  right  leg  persists.  Of  albu- 
men only  a  small  quantity  is  present  in  urine.  Sodii  Salicyl., 
grs.  XV,  4tis  horis.     At  night  the  patient  became  delirious. 

April  30. — Patient  still  delirious,  but  pain  in  joints  less. 
Erythema  and  oedema  of  right  arm  more  pronounced.  A 
little  hypostatic  congestion  of  both  bases. 

May  1. — Cough;  expectoration  streaked  with  bright  blood. 
Temp.  102°. 

May  2. — Salicylate  discontinued,  and  a  mixture  containing 
carbonate  of  ammonia,  acetate  of  ammonia,  and  citrate  of 
potash  given.  Temp.  103°.  Tepid  sponging  brought  tempe- 
rature down  to  101  "8°. 

May  3. — Diarrhoea;  stools  numerous  and  contain  blood. 
Expectoration  is  blood-stained.  Typhoid  fever  diagnosed. 
Tongue  dark  brown,  dry  and  cracked ;  no  subsultus.  Loss  of 
power  in  the  right  hand  noticed  for  the  first  time.  No  enlarge- 
ment of  spleen.  Erythematous  patches  appearing  on  left  arm. 
Enemata  of  starch  and  opium  ordered  to  check  the  diarrhoea. 
It  was  now  noticed  that  the  knee-jerk  on  right  side  ivas  absent. 

He  remained  much  in  this  typhoid  condition,  and  on 
May  11  the  following  notes  were  taken  : — Diarrhoea  still  con- 
tinues, but  no  blood  in  stools.  Right  arm  powerless,  no 
movement  except  in  shoulder;  no  rigidity.  Loss  of  tactile 
sensation  in  hand  and  arm,  blunting  of  painful  sensation. 
Patient  drowsy.  Left  arm  and  hand  in  position  of  wrist- 
drop; no  alteration  in  sensibility.  Right  leg:  knee-jerk  very 
faint,  plantar  reflex  lost ;  some  loss  of  sensation  on  the  inner 
side  of  leg.  Left  leg :  knee-jerk  exaggerated,  slight  ankle- 
clonus,  no  affection  of  sensation.  Absence  of  cremaster, 
abdominal,  and  epigastric  reflexes. 

Having  been  requested  by  Dr.  Green  to  see  the  patient  I 
did  so,  and  found  none  of  the  muscles  of  the  right  forearm 
responded  to  f  aradic  current  ;'^  the  thumb  muscles  did  not 
respond  to  galvanic  current,  and  with  most  of  the  muscles  of 
the  forearm  KCC  =  ACC,  or  ACC  is  greater  than  KCC.  The 
left  arm  showed  commencing  electrical  changes.  The  ext. 
communis,  digit,  did  not  respond  to  faradism,  and  KCC  = 
ACC.  These  facts,  together  with  the  loss  of  sensation  in  the 
right  hand  and  arm  and  impaired  sensation  of  the  left, 
together  with  similar  but  not  so  pronounced  electrical  changes 
*   Vide  full  report,  Appendix  II. 
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in  the  lower  limbs,  made  me  diagnose  peripheral  neuritis. 
He  remained  much  in  this  condition,  with  occasional  remissions 
of  the  pyrexia.  Blood  and  albumen  were  frequently  found  in 
the  urine,  and  the  wasting  of  the  muscles  of  the  limbs  and 
loss  of  sensation  in  the  parts  paralysed  increased.  It  ap- 
peared that  fresh  symptoms  of  paralysis  occurred  coincidently 
with  the  exacerbations  of  the  fever  {vide  Temperature  Chart). 

The  patient  became  more  helpless  day  by  day,  and  rapid 
wasting  of  the  limbs  occurred.  The  joints  became  stiff  and 
the  fever  continued,  though  not  so  high.  He  had  no  loss  of 
poiver  over  the  rectum  or  bladder.  The  pyrexia  continued 
until  nearly  the  end  of  July,  gi*adually  becoming  less  marked, 
but  with  occasional  exacerbations.  During  the  month  of 
June  I  made  frequent  examinations  of  the  blood  and  urine. 
The  former  always  contained  a  great  excess  of  leucocytes, 
and  film  preparations  of  the  blood  stained  with  methylene 
blue  showed  micrococci.  Cultivations  were  made  from  the 
blood  obtained  by  pricking  the  finger.  The  following  pre- 
cautious were  taken  to  obviate  accidental  contamination. 
The  finger  was  well  washed  with  soap  and  water,  then 
wrapped  up  in  lint  soaked  with  carbolic  acid  solution,  then 
washed  with  alcohol  and  then  with  ether ;  when  the  latter 
had  evaporated  the  finger  was  pricked.  Dr.  Arkle  assisted 
me,  and  he  has  furnished  the  accompanying  report.  We 
tried  inoculation  of  rabbits  with  the  germs  and  with  a  solution 
of  the  chemical  products  of  their  growth  in  alkali-albumen, 
but  beyond  a  rise  of  temperature  for  a  few  days  nothing 
occurred,  and  the  animals  are  still  alive  and  well.  The  urine 
was  invariably  acid,  but  always  contained,  when  I  examined 
it  during  the  pyrexia,  micro-organisms,  blood-corpuscles,  pus- 
corpuscles,  and  albumen.  The  genito-urinary  tract  was  the 
only  portion  of  his  body  in  which  a  possible  source  of  infection 
was  discovered.  He  denied  haying  had  syphilis  or  gonorrhoea, 
and  there  was  no  reason  to  doubt  his  word,  being  a  respect- 
able married  man  with  healthy  children.  The  fact  that  he 
was  sent  by  the  practitioner  to  the  hospital  for  kidney  disease, 
taken  together  with  the  facts  I  have  related  as  regards  the 
urine,  would  warrant  the  possibility  of  pyelitis  being  the 
source  of  the  septic  infection,  and  the  neuritis  the  result  of 
septic  absorption  from  this  source.  The  presence  of  micro- 
organisms in  the  urine,  which,  however,  were  not  tubercular, 
is  not  a  proof  that  they  came  from  the  kidney,  for  it  is  well 
known  that  the  urine  is  a  means  of  elimination  of  organisms 
from  the  blood  in  various  septicaemic  processes.     Moreover 
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the  diarrhoea  and  hasmorrhage  from  the  bowels,  associated 
with  a  fall  in  the  pyrexia,  would  suggest  that  this  was  also 
an  attempt  to  rid  the  blood  of  a  toxic  agent.  Whatever  the 
source  of  septic  infection  was,  and  whether  much  or  little 
value  can  be  placed  upon  the  presence  of  micro-organisms 
and  their  cultivation  when  the  blood  is  obtained  by  skin 
puncture,  yet  the  clinical  picture  is  sufficient  to  warrant  one 
in  assuming  that  the  neuritis  teas  the  consequence  of  the  pro- 
duction and  absorption  of  the  toxic  chemical  products  in- 
cidental to  the  growth  of  micro-organisms.  The  pyrexia 
lasting  two  months,  with  chills,  sweats,  and  exacerbations — 
each  of  which  appeared  to  be  associated  with  fresh  nervous 
symptoms, — the  sudden  swelling  and  pain  in  the  joints,  the 
erythematous  rash  and  cedematous  patches  over  painful  parts 
of  the  limbs,  the  albuminuria  and  htemorrhage  from  the  nose, 
the  kidneys,  and  the  bowels,  with  diarrhoea  associated  with 
some  subsidence  of  pyrexia, — all  point  to  the  septic  origin  of 
the  affection  of  the  peripheral  nerves,  and  agree  with  the  clinical 
picture  given  by  Striimpell  and  Eichorst. 

That  the  poison  affected  the  peripheral  nerves  and  not  the 
spinal  cord,  producing  a  multiple  neuritis,  is  shown  by  the 
paralysis  and  loss  of  sensibility  going  together,  by  the  affec- 
tion of  the  extremities  first  on  one  side,  then  on  the  other,  and 
by  the  absence  of  affection  of  the  bladder  and  rectum. 

The  first  observations  on  primary  multiple  degenerative 
neuritis  were  made  by  Dumenil  in  1864-6.  Since  then  a 
whole  series  of  cases  have  been  published  by  Eichorst,  Eisen- 
lohr,  Leyden,  Joffroy,  Vierordt,  and  Striimpell. 

These  cases  undoubtedly  correspond  very  closely  with 
beri-beri;  moreover  they  may  be  confounded  with  acute 
ascending  paralysis. 

The  existence  of  micro-organisms  in  the  blood  supports 
the  title  of  "  multiple  infective  neuritis."  Dr.  Kanthack  was 
good  enough  to  examine  these  organisms,  and  furnished  me 
with  the  following  report : 

"  (rt)  On  agar  at  37°  C. :  quickly  growing  white  culture, 
resembling  in  appearance  the  Staphylococcus  cereus-alhus. 
Microscopically  :  diplo-  or  tetra-cocci  or  square  clusters,  but 
no  typical  staphylococci. 

''  (5)  On  gelatine  at  20°  :  hardly  any  growth  whatever  after 
twelve  days. 

"  (c)  Both  at  37°  C. :  good  growth,  causing  a  turbidity. 
Microscopically  :  chiefly  diplo-  and  tetra-cocci ;  no  staphylo- 
cocci. 
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"  To-day  I  have  inoculated  a  mouse  under  the  skin,  and 
shall  know  the  result  in  a  day  or  so. 

"  To  return  to  your  coccus  :  it  is  not  the  Staphylococcus 
pyog.-alhus,  because  it  does  not  liquefy  gelatine  ;  it  is  not  the 
cereus-alhus,  because  it  refuses  to  grow  properly  on  gelatine ; 
it  is  not  the  Staphylococcus  albus-epidermidis  for  the  same 
reason;  nor  is  it  the  tetragoneus.  It  is  a  kind  I  have  not 
met  with." 

That  the  organisms  injected  into  rabbits  did  not  produce 
any  notable  toxic  effects  is  not  surprising,  as  Mr.  Kanthack 
pointed  out  in  the  discussion  that  took  place  on  this  paper 
that  such  virulent  organisms  as  those  of  ulcerative  endo- 
carditis produce  no  effects  unless  there  is  damage  to  the 
endothelium  lining  the  circulatory  apparatus. 

According  to  Ross  and  Bury  on  '  Peripheral  Neuritis/ 
p.  316,  in  beri-beri,  "  characteristic  organisms  in  the  form 
of  little  rods  and  diplococci  are  almost  invariably  found  in  the 
blood,  and  cultures  from  the  blood,  Avhen  injected  into  rabbits, 
have  sometimes  produced  a  multiple  neuritis.  But  the  organ- 
isms have  not  been  found  in  special  association  with  the 
diseased  nerves,  and  ic  is  probable  that  a  chemical  poison  is 
produced  during  the  growth  of  the  organisms  which  attacks 
the  peripheral  nerves,  and  is  peculiar  in  exhibiting  a  special 
affinity  for  the  cardiac  branches  of  the  vagus." 

The  same  authors  regard  Landry^s  paralysis  as  an  acute 
form  of  peripheral  neuritis. 

Eichorst's  Handhuch  der  speciellen  Pathologie  und  Thera- 
pie,  vol.  iii,  p.  123,  states  that  "  in  many  cases  the  cause  of 
the  neuritis  is  not  demonstrable,  but  the  high  fever,  the 
sudden  onset,  and  the  progress  of  the  clinical  symptoms  point 
to  an  infective  action  upon  the  peripheral  nerves  producing 
primary  infective  neuritis."  In  all  probability  primary  and 
secondary  infective  neui'itis  are  due  to  the  action  of  the 
chemical  products  of  micro-organisms.  That  septicsemia  will 
produce  neuritis  has  been  proved  beyond  doubt  by  numerous 
recorded  cases,  one  of  which  was  that  published  by  Dr.  Hale 
White  in  the  last  volume  of  the  Clinical  Society's  Trans- 
actions. The  only  possible  septic  source  in  my  case  is  the 
kidneys,  and  I  find  Dr.  Dana  exhibited  a  case  before  the  New 
York  Neurological  Society,^  June  4,  1889,  which  clinically 
corresponds  in  many  respects.  It  was  termed  a  case  of 
septic  peripheral  neuritis  due  to  pyelo-nephritis. 

John  L.,  get.  21,  was  admitted  to  hospital  with  symptoms 
*  Medical  News,  1889. 
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of  acute  articular  rheumatism  affecting  all  extremities.  There 
was  no  history  of  alcoholism  or  venereal  disease.  There 
were  pus  and  albumen  in  the  urine  for  five  weeks^  followed 
by  paralysis  but  abatement  of  the  joint  symptoms ;  anaes- 
thesia and  burning  pain,  with  atrophy  and  degeneration  of 
the  muscles  supplied  by  the  median,  ulnar,  and  anterior 
tibial  nerves. 

I  am  doubtful  whether  the  albumen,  blood,  pus-cells,  and 
micro-organisms  found  in  the  urine  in  my  case  was  any  more 
than  the  outcome  of  the  infective  toxaemia  produced  by  micro- 
organisms. Striimpell,  Eichorst,  and  others  mention  the  fact 
that  albuminuria  and  hsemorrhages  may  occur,  and  as  I  am  of 
opinion  that  there  was  no  definite  proof  of  pyelo-nephritis  in 
my  case  I  shall  therefore  consider  it  to  be  one  of  primary 
infective  multiple  neuritis. 


APPENDIX  I. 

Report   of  Dr.    Arhle    on  a   micro-organism  from    a  case  of 
midtiple  neuritis. 

Agar-agar  cultivations  from  the  blood  of  a  patient  suffering 
from  multiple  neuritis,  taken  under  strict  precautions  (Mott), 
showed  numerous  small  round  white  colonies,  growing  better 
on  the  surface  than  deep  down.  The  colonies  consisted  of  a 
micrococcus  which  appeared  to  have  a  tendency  to  lie  in 
twos  and  fours.  The  colonies  project  above  the  surface  of 
the  agar  as  minute  white  beads ;  they  do  not  tend  very  much 
to  run  togrether.  Plate  cultivations  were  made  from  this 
growth,  and  pure  cultivations  started. 

In  each  case  the  growth  was  rapid  and  luxuriant,  so  that 
in  twenty-four  to  forty-eight  hours  a  large  white  streak 
appeared — produced  by  different  colonies  running  togethei' — 
and  showing  small  fissures  along  its  slightly  raised  margin. 
The  growth  in  gelatine  was  rather  slow  and  chiefly  near  the 
surface.  It  appeared  as  a  series  of  short  knobbed  branches 
spreading  from  the  needle  track.  There  was  no  liquefaction 
in  ten  days. 

Microscopically  all  the  cultivations  consisted  of  micrococci, 
showing  a  tendency  to  unite  as  diplococci  and  tetrads,  and 
in  all  the  colonies  small  round  spaces,  looking  like  capsules  or 
"  comb-like  spaces"  which  the  cocci  had  left,  could  be  seen. 


Fig.  18. 


Partial  loss  of  sensation. 

Complete  loss  of  all  sensations,  tactile,  painful,  and  thermal. 

Inability  to  distinguish  two  points  of  the  sestherionieter,  but  tactile 
and  thermal  sensations  unimpaired.     Areas  of  hyperesthesia. 
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APPENDIX   II. 

Electrical  examination,  May  \S,  1893. 

Left  arm. — All  the  muscles  of  shoulder,  arm,  and  forearm 
respond  to  faradic  current,  except  the  extensor  com.  digitorum, 
but  the  current  required  is  stronger  than  that  required  for 
the  legs.  There  is  some  diminution  of  sensation  to  light 
tactile  sensation  on  left  hand.  Sensation  to  heat  and  cold  is 
unimpaired.  Galvanic  reactions  normal,  except  that  KCC  == 
ACC  in  ext.  com.  dig.,  and  strong  current  is  required. 

Right  arm. — The  deltoid  responds  to  a  strong  current,  but 
all  the  other  muscles  of  arm  and  forearm  have  totally  and 
completely  lost  all  faradic  irritahility,  giving  no  response  to 
full  strength  of  the  faradic  battery.  KCC  =  ACC  in  all  the 
flexors  and  extensors  of  the  forearm,  except  the  ext.  com. 
dig.,  in  which  KCC  > ACC.  The  thumb  muscles  give  no 
response  to  the  full  strength  of  the  galvanic  battery.  N.B. — 
This  is  the  same  as  found  on  May  11. 

Legs. — All  muscles  of  both  legs  respond  to  moderate 
strength  of  faradic  current.  Although  knee-jerk  is  lost  on 
right  side,  the  quadriceps  extensor  responds  readily  to 
faradism.     Sensation  normal. 

Sensation  in  right  arm  is  markedly  impaired,  especially  on 
the  fingers  and  extensor  surface  of  forearm ;  patient  cannot 
even  feel  a  bull-dog  clip  on  his  fingers.  Perception  of  heat 
and  cold  is  also  somewhat  impaired. 

Dr.  Mott  was  present  during  the  above  examination,  and 
confirmed  all  the  reactions  that  were  found. 

Electrical  examination,  June  8,  1893. 
Faradism. 

Bight  arm. — There  is  no  response  in  any  muscle,  either  of 
arm,  forearm,  or  in  deltoid,  to  the  strongest  current  of  the 
faradic  battery. 

Left  arm. — Like  the  right,  except  that  the  triceps  responds 
to  a  strong  current  and  the  supinator  longus  very  slightly. 

Bight  leg. — Muscles  all  respond  to  faradism,  but  the 
current   required   to   excite   a  contraction  in   the    extensor 
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muscles  of  tlie  foot  [i.  e.  tibialis  ant.,  ext.  com.  dig.,  and  ext. 
long,  poll.)  is  greater  than  that  for  the  corresponding  muscles 
of  the  left  leg. 

Left  leg. — Muscles  all  respond  to  moderate  faradic  current, 
though  somewhat  stronger  than  is  usually  required. 


Galvanism. 

Might  arm  : 

Deltoid      .... 

— 

ACC>KCC. 

Biceps       .... 

— 

ACC>KCC. 

Triceps      .... 

KCC>ACC. 

Supin.  long. 

KCC>ACC. 

Ext.  com.  dig.  . 

— 

Ext.  carp.  rad.  . 

KCC  =  ACC. 

Est.  carp.  ul.     . 

Ext.  ass.,  &c.     . 

KCC>ACC. 

Interossei . 

— 

KCC  =  ACC. 

Thenar  muscles 

KCC>ACC. 

Flexors 

KCC>ACC. 

SiffM  leg : 

Tibial,  ant. 

— 

ACC>KCC. 

Ext.  com.  dig.   . 

— 

ACC>KCC. 

Ext.  long.  poll. 

— 

ACC  =  KCC. 

Peronei 

KCC>ACC. 

Gastrocnemius,  &c.    . 

— 

ACC>KCC. 

Left  arm : 

Deltoid      . 

— 

ACC>KCC. 

Biceps 

— 

ACC>KCC. 

Triceps 

KCC>ACC. 

Brach.  ant. 

.     KCC>ACC. 

Extensors  . 

KCC>ACC. 

Interossei . 

.     KCC>ACC. 

Ext.  p.  and  sec.  rad. 

— 

ACC>KCC 

Add.  poll. . 

— 

ACC>KCC 

Thenar  muscles 

— 

KCC  =  ACC. 

Flexors 

.     KCC>ACC. 

Left  leg  : 

Tibial  ant. 

— 

ACC>KCC 

Extensors . 

— 

ACC>KCC 

Peronei     . 

— 

ACC>KCC 

Gastroc,  &c.     . 

.     KCC>ACC. 
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The  current  required  to  obtain  response  is  much  stronger 
than  is  usually  required,  but  this  is  apparently  due  chiefly  to 
resistance  of  the  skin,  which  is  very  hot  and  dry.  Fivemilli- 
amperes  is  least  current  required,  and  in  extensors  of  arms, 
interossei,  &c.,  10  milliamperes  is  required  to  obtain  a  marked 
contraction. 

Sensation  :  Arms. — Arms  and  hands  are  almost  insensitive 
to  the  points  of  the  eesthesiometer.  Does  not  feel  a  small 
bull-dog  clip  fixed  on  either  hand,  and  complete  loss  of 
sensibility  to  heat  and  cold. 

Legs. —  Small  bull-dog  clip  seems  to  cause  him  more  pain 
than  it  should  on  the  foot  and  leg.  Tactile  sensation  is 
unimpaired  in  both  legs,  but  there  is  some  inability  to  dis- 
tinguish two  points.  Can  distinguish  heat  and  cold  on  both 
legs.  Sometimes  gives  unreliable  answers.  Areas  of  hyper- 
assthesia  seem  scattered  about. 

June  24,  1893. — Muscles  tested  again  to-day,  and  re- 
actions are  practically  unaltered.  In  right  arm,  however, 
thumb  muscles  give  ACC  =  KCC,  and  interossei  in  both  arms 
give  ACC  =  KCC.  The  current  required  is  much  stronger 
than  is  normally  required  to  produce  a  contraction,  and  in  the 
cases  of  the  extensors  and  interossei  nearly  the  full  strength 
of  the  galvanic  battery  is  required  (current  12  milliamperes). 
Such  a  strong  current  was  unnecessary  last  time,  though  even 
then  it  was  stronger  than  usual. 

T.  Edward  Sandall. 
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XXII. — A  case  of  Cerebral  Abscess.     By  C.  Mansell 
MouLLiN.     Read  March  9,  1894. 

THE  patient  was  a  boy,  fourteen  years  of  age,  who  came  to 
the  Out-patient  Department  at  the  London  Hospital  early 
in  September,  complaining  of  intense  headache.  There  was 
a  history  of  his  having  received  a  blow  over  the  right  mastoid 
region  from  the  fist  of  a  boy  about  his  own  size  some  weeks 
before.  The  headache  was  attributed  to  this,  as  he  had  never 
suffered  from  one  before,  but,  so  far  as  his  own  statement 
was  worth  anything,  the  blow  did  not  cause  a  bruise. 

On  examination  there  was  a  painful  swelling  over  the 
mastoid,  evidently  containing  a  few  drops  of  pus.  There  was 
no  history  or  evidence  of  disease  of  the  ear;  there  had  never 
been  any  discharge  from  it,  and  the  patient  was  not  deaf. 
The  abscess  was  opened  :  no  bone  was  felt ;  boi-acic  fomen- 
tations were  applied,  and  the  patient  was  sent  home. 

A  week  later  he  returned  with  the  abscess  cavity  filled 
again,  and  with  the  same  symptoms  in  an  aggravated  form, 
and  he  was  taken  in.  The  note  made  in  the  ward  was  to  the 
effect  that  the  patient  was  admitted  suffering  from  intense 
frontal  headache  and  a  fluctuating  swelling  over  the  right 
mastoid.  The  temperature  was  subnormal,  and  the  heart's 
action  slow  and  irregular  without  any  evidence  of  valvular 
disease.  There  was  no  sickness.  The  pupils  were  small  but 
equal,  and  reacted  well  to  light  and  accommodation.  Move- 
ment of  facial  and  ocular  muscles  perfect.  No  paralysis. 
No  discharge  from  the  ear,  and  no  albumen  in  urine.  The 
patient  was  anaesthetised,  the  abscess  reopened,  about  three 
drachms  of  pus  evacuated,  the  periosteum  beneath  incised, 
and  the  bone  which  was  softened  scraped  freely. 

For  five  days  this  gave  complete  relief,  and  the  patient 
appeared  to  be  rapidly  recovering ;  his  appearance  was 
brighter :  there  was  no  pain,  and  his  appetite  improved. 
Then  on  the  fifth  night  he  became  sick,  vomiting  several 
times  independently  of  food  ;  and  the  pain  returned  more 
intense  than  ever,  making  him  shriek  and  moan  almost  con- 
tinuously. 

The  following  day  the  symptoms  persisted  without  being 
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affected  in  the  least  by  sedatives  or  purgation;  his  mental 
state  was  becoming  torpid^  though  he  could  easily  be  roused; 
his  pulse  was  irregular.  A  fresh  exploration  was  performed, 
and  an  opening  made  into  the  mastoid  cells  large  enough  to 
admit  the  little  fiuger.  No  pus  was  found,  and  the  lining 
appeared  smooth  and  healthy.  The  cavity  was  not  washed 
out  as  the  membrana  tympani  was  intact. 

The  patient  was  entirely  relieved  by  this  for  ten  days,  and 
appeared  pei'fectly  well  with  the  exception  of  a  little  serous 
discharge  from  the  wound.  Then  everything  came  back 
suddenly  worse  than  ever;  partial  coma;  constant  vomiting; 
intense  headache,  with  the  peculiar  cry  perpetually  repeated ; 
the  head  thrown  constantly  from  side  to  side,  and  the  pulse 
very  irregular.  There  was  no  retraction  of  the  abdomen  or 
opisthotonos,  and  no  tenderness  over  the  mastoid  or  on 
tapping  the  skull.  The  pupils  were  equal,  dilated,  and 
reacted  to  light.  Owing  to  the  patient's  restlessness  the  left 
disc  could  not  be  seen  distinctly  :  the  right  fundus  was 
injected,  the  veins  enlarged;  the  margins  of  the  disc  blurred, 
and  the  vessels  apparently  sunken. 

The  skull  was  explored  the  same  afternoon,  a  flap  of  skin 
and  periosteum  being  turned  down  from  over  the  right 
parieto-temporal  region,  and  a  trephine  opening  made  over  the 
lower  and  back  part  of  the  temporo-sphenoidal  lobe.  The 
dura  appeared  perfectly  healthy  but  tense,  and  there  was  no 
pulsation.  Exploration  with  a  trocar  and  cannula  revealed 
nothing.  The  bone  was  then  removed  from  over  the  lateral 
sinus  on  to  the  cerebellum,  as  recommended  by  my  colleague, 
Mr.  Dean,  and  the  cerebellum  explored  with  the  same  result. 
On  pushing  the  trocar  once  more  through  the  temporo- 
sphenoidal  lobe  into  the  descending  cornu  of  the  lateral 
ventricle,  a  few  drachms  of  cerebro-spinal  fluid  escaped, 
pulsation  at  once  became  evident,  and  the  respiration,  which 
had  been  very  much  embarrassed,  improved.  As  might  be 
expected  the  relief  proved  very  transitory,  and  there  was  no 
real  improvement.  A  few  hours  after  the  operation  the 
patient  became  comatose,  the  breathing  grew  hurried  and 
laboured,  cyanosis  set  in,  and  death  ensued  suddenly  without 
convulsions. 

At  the  post-mortem  examination  all  the  viscera  were 
healthy  with  the  exception  of  a  little  congestion  of  the  lungs 
and  kidneys.  On  removing  the  skull-cap  there  was  no  evi- 
dence of  inflammation,  old  or  recent,  in  the  neighbourhood  of 
the  trephine  wound.     Over  the  left  temporo-sphenoidal  lobe 
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the  brain  was  adherent  to  the  membranes,  and  on  opening  it 
np  a  smooth,  thin-walled,  encysted  abscess  was  found  in  the 
substance  of  the  lobe.  It  was  evidently  of  long  standing,  as 
it  fell  away  of  itself  from  the  brain,  leaving  a  smooth-walled 
cavity,  and  it  contained  about  an  ouuce  of  greenish  pus  with 
no  thick  or  caseous  material.  In  the  descending  cornu  of  the 
right  lateral  ventricle  was  a  little  blood-clot,  coming  from  the 
puncture ;  otherAvise  there  was  nothing  to  be  noted.  There 
was  no  sign  of  middle  ear  disease  on  either  side.  The  bone 
over  the  right  mastoid  region  was  softened,  and  in  the  centre 
of  the  softened  part  was  a  round  hole  about  the  size  of  a 
sixpence.  There  was  no  inflammation  of  the  dura  on  the 
inner  sui'face,  and  no  clot  in  the  lateral  sinus. 

I  think  there  can  be  no  doubt  that  in  this  case  the  abscess 
had  been  latent  in  the  brain  for  some  considerable  time,  pro- 
bably long  before  the  accident,  and  that  the  blow  had  roused 
the  inflammation  around  it  into  activity  again.  What  caused 
it  originally  it  is  impossible  to  say  :  it  did  not  appear  to  be 
the  residue  of  an  old  tubercular  focus,  and  there  was  no  evi- 
dence of  middle-ear  disease.  Such  cases,  however,  are  not 
uncommon.  The  interesting  feature  about  this  one  is  that  the 
symptoms  appear  to  have  been  intensified  if  not  excited  by 
inflammation  of  the  mastoid  region  on  the  opposite  side  of  the 
head,  and  certainly  on  two  occasions  were  completely  relieved, 
once  for  five  days,  and  once  for  ten  by  opening  the  abscess 
and  washing  out  the  mastoid  cells.  The  pain  disappeared  alto- 
gether, the  appetite  returned,  and  the  boy  ceased  to  cry,  and 
appeared  in  all  respects  convalescent,  only  to  relapse  again. 
I  am  aware  that  this  has  been  described  on  several  occasions 
in  connection  with  cerebral'  abscess  and  thrombosis  of  the 
lateral  sinus  when  the  disease  was  on  the  same  side,  but  I  am 
not  aware  of  any  case  in  which  the  side  involved  was  the 
opposite  one.  I  am  afraid  it  means  that  the  relief  obtained  in 
this  way  cannot  be  regarded  as  any  evidence  of  locality.  It 
probably  acts  in  the  same  fashion  as  local  bloodletting  or 
active  counter-irritation  by  diminishing  for  a  time  the  in- 
creased intra-cranial  tension,  and  it  does  not  throw  the  least 
ray  of  light  upon  the  cause  that  may  have  given  rise  to  this, 
or  the  side  upon  which  it  is  situated. 
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XXIII. — Three  cases  of  Extra-dural  Hasmorrhage.     By 
William  Henry  Battle.     Read  March  9,  1894. 

EXTRA-DURAL  haemorrhage  is  not  met  with^  even  in  hos- 
pital practice,  to  such  an  extent  that  a  consideration  of 
the  short  clinical  history  of  three  cases  can  prove  without 
interest  to  this  Society.  Although  each  is  an  example  of 
haemorrhage  between  the  dura  mater  and  the  bone,  they  pre- 
sent a  great  contrast  in  their  history,  their  symptoms,  and 
the  source  of  the  hgemorrhage,  as  well  as  in  other  respects, 
as  will  be  seen  as  the  notes  are  read.  In  order  to  give  the 
account  as  shortly  as  possible  some  of  the  less  important 
details  as  regards  dressings,  &c.,  are  omitted. 

The  first  case,  in  which  there  was  a  compound  fracture  of 
the  skull,  presented  no  proof  of  the  presence  of  the  large  clot 
between  the  dura  mater  and  the  bone  before  trephining  was 
resorted  to  for  the  treatment  of  the  fracture,  yet  it  will  be 
noted  that  the  depressed  area  of  brain  did  not  expand  before 
the  wound  was  closed  on  the  operating  table,  showing  that 
the  pressure  had  been  considerable.  The  account  is  as 
follows. 

A  woman  aet.  59  was  admitted  to  St.  Thomas's  Hospital 
on  the  10th  of  August,  1893,  suffering  from  injuries  to  the 
head  and  leg. 

A  short  time  before  admission  she  had  accidentally  fallen 
out  of  a  window  into  the  area  below.  In  the  fall  her  head 
struck  against  an  open  door,  and  the  leg  was  twisted  under 
her  body  when  she  reached  the  ground. 

When  admitted  she  was  unconscious.  In  the  upper  part 
of  the  left  parietal  region  there  was  a  compound  depressed 
fracture  of  the  skull  about  1^  inches  in  length,  from  which 
there  was  not  much  bleeding.  There  were  no  signs  of  para- 
lysis. The  left  foot  had  been  displaced  inwards,  the  tibia 
and  fibula  were  not  fractured,  but  the  astragalus  and  the  os 
calcis  were  completely  crushed,  the  posterior  part  of  the  foot 
feeling  like  a  bag  of  gravel.  There  were  two  small  contused 
and  slightly  lacerated  wounds  on  the  outer  side  below  the 
malleolus,  through  which  some  granular  fat  projected.  Some 
of  the  surrounding  skin  was  much  thinned.     She  was  suf- 
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fering  a  good  deal  from  shock,  and  the  temperature  was  only 
95*4°,  an  hour  and  a  half  later  it  was  only  96' 8°. 

Two  hours  after  admission  the  patient  was  placed  under 
chloroform,  and  an  operation  performed  with  the  object  of 
raising  the  depressed  area  of  bone.  She  had  quite  recovered 
consciousness,  and  excepting  for  the  shock  and  somewhat 
large  pupils  there  did  not  appear  reason  for  apprehending 
any  complication.  A  trephine  was  applied  behind  and  below 
the  depressed  bone,  and  this  was  elevated  with  a  raspatory. 
A  large  black  clot  of  blood  (estimated  at  3  to  4  5)  was  now 
exposed  lying  between  the  dura  mater  and  the  bone,  extend- 
ing backwards  and  downwards  over  a  considerable  area.  This 
was  removed  by  a  spoon  and  syringing ;  some  fresh  bleeding 
followed  from  the  lower  part,  but  no  wounded  vessel  could  be 
seen,  and  it  ceased  spontaneously.  The  brain,  however,  did 
not  expand,  and  when  the  wound  was  closed  there  remained  a 
large  smooth  concave  depression  in  the  area  which  had  been 
covered  by  the  clot.  The  fracture  of  the  foot  was  treated  by 
thorough  washing  out  with  1  in  1000  perchloride  of  mercury 
solution,  sal-alembroth  gauze,  and  plaster-of-Paris  splints. 

Two  days  after  operation  (12th)  the  drainage-tube  was 
removed  from  the  head  wound,  which  was  dressed  again  on 
the  14th,  15th,  and  17th,  on  which  date  all  the  scalp 
sutures  were  removed. 

She  recovered  slowly  but  satisfactorily  from  the  shock, 
and  at  no  time  complained  much  of  the  head,  her  complaint 
being  generally  of  the  foot,  if  she  were  questioned. 

There  was  some  sloughing  of  the  skin  on  the  outer  side  of 
the  foot,  and  some  of  the  deeper  tissues  came  away  with  it,  but 
there  was  no  suppuration  and  no  necrosis  of  bone.  The 
wound  was,  however,  a  long  time  in  healing,  and  changes  of 
dressings,  passive  movement,  &c.,  were  required  to  restore 
the  usefulness  of  the  ankle.  She  was  in  the  hospital  thirty- 
five  days. 

There  was  some  difficulty  in  walking  experienced  by  this 
patient  after  leaving  the  hospital,  and  it  was  found  desirable 
to  fit  her  with  a  heel  and  side  iron  which  prevented  the 
tendency  of  the  foot  to  give  way  outwards.  She  is  now  in 
excellent  health. 

This  patient  was  shown  to  the  Society  at  the  last  meeting. 
There  was  well-marked  pulsation  to  be  felt  in  the  centre  of 
the  area  from  which  bone  had  been  removed.  She  walks 
with  a  slight  limp,  but  has  no  pain. 

In  the  second  case  there  was  a  simple  fracture  of  the 
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vault,  rapid  onset  of  symptoms,  and  operation  within  two 
hours  after  the  accident. 

A  boy  set.  5  was  admitted  to  St.  Thomas's  Hospital  on 
the  6th  of  November,  1892,  at  4.30  p.m. 

He  was  in  an  unconscious  condition,  and  could  not  be 
roused.  It  was  supposed  that  he  had  fallen  on  his  head  from 
a  coster's  barrow,  but  no  one  saw  him  fall.  He  was  admitted 
an  hour  after  the  injury.  Examination  showed  a  large  soft 
bogg-y  swelling  on  the  right  side  of  the  head  in  the  temporal 
region,  extending  from  below  and  in  front  of  the  parietal 
eminence  forwards  and  downwards  towards  the  zygoma; 
there  was  no  wound  of  the  scalp.  The  pupils  were  equal  and 
reacted  to  light,  but  he  was  quite  motionless  and  could  not  be 
roused.  In  the  ward  he  continued  motionless  and  uncon- 
scious, but  after  a  short  time  twitching  of  the  eyebrows,  of 
the  left  ala  nasi,  and  left  side  of  the  mouth  was  noticed.  The 
convulsive  twitchings  then  spread  to  the  left  arm  and  leg. 
The  head  was  turned  to  the  left.  After  a  time  the  right  arm 
and  leg  began  to  twitch,  but  not  so  much  so  as  the  left.  There 
was  a  little  rigidity  of  the  legs  when  the  limbs  stopped 
twitching  at  about  5  p.m.,  the  condition  remaining  otherwise 
the  same.     The  pulse  was  weak  and  slow. 

Mr.  Stabb,  the  resident  assistant  surgeon,  considered  that 
these  symptoms  were  due  to  hsemorrhage  between  the  dura 
mater  and  the  bone,  and  when  I  arrived  at  5.30  I  agreed  with 
his  diagnosis.  The  pulse  was  then  full  and  slow.  The  right 
pupil  was  the  larger,  but  both  acted  to  light.  There  was  no 
conjunctival  reflex,  and  pricking  with  a  pin  anywhere  pro- 
duced no  response.  We  considered  that  the  swelling  of  the 
scalp  was  dae  to  extravasation  of  blood  into  it,  and  that  it 
concealed  a  fissured  fracture. 

The  head  having  been  shaved  and  thoroughly  cleansed,  a 
semilunar  flap  was  raised  in  the  parieto-temporal  region, 
and  when  reflected,  a  fissured  fracture  was  exposed,  the  fissure 
being  unusually  large  and  about  -g-  inch  wide.  Hoffman's 
forceps  was  readily  introduced  into  this  fissure,  and  the  bone 
removed  in  a  forward  direction  to  within  1|  inches  of  the  ex- 
ternal angle  of  the  orbit.  The  dura  mater  was  found  separated 
from  the  bone  in  an  upward  and  backward  direction  over  the 
motor  area  by  a  quantity  of  bright  fluid  blood,  the  source  of 
which  appeared  to  be  the  anterior  branch  of  the  middle 
meningeal  artery  about  1^  inches  from  the  external  angle  of 
the  orbit,  close  to  the  main  trunk.  This  was  secured  by 
passing  three  ligatures  of   silk,  one  under  and  round  the 
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vessel  below,  and  two  around  branches  above,  by  means  of  a 
small  curved  needle  wliicli  penetrated  the  dura  mater. 

The  fracture  ran  downwards  and  forwards  towards  the 
external  angular  process,  but  could  not  be  followed  in  its  whole 
extent.  Chloroform  was  administered  at  the  commencement 
of  the  operation,  but  its  administration  was  stopped  when  the 
pulse  became  weak,  and  an  injection  of  seven  minims  of  brandy 
was  given. 

The  patient  recovered  from  the  symptoms  of  pressure 
soon  after  the  opening  was  made  in  the  skull. 

After  the  operation  at  6  p.m.  the  temperature  was  97"6°. 
A  drainage-tube  was  inserted  at  the  operation  and  removed 
in  twenty-four  hours. 

On  November  9  there  was  a  small  haemorrhage  under 
the  conjunctiva  of  the  right  eye,  and  also  round  the  eyelids ; 
little  or  no  pain  about  the  right  side  of  the  head.  His  intel- 
ligence was  normal,  and  there  were  no  symptoms  of  com- 
pression. P.  104.  Some  stitches  were  removed  on  the  4th, 
and  the  remainder  on  the  18th  of  November.  He  got  up  on 
the  20th,  but  did  not  leave  the  hospital  until  three  weeks 
later. 

I  have  seen  the  boy  frequently  since,  and  he  has  continued 
quite  well.  He  was  supplied  with  a  plate  to  cover  the  area 
from  which  bone  was  removed.  This  patient  was  also  shown 
at  the  last  meeting  of  the  Society  in  good  health,  bright  and 
intelligent,  not  wearing  the  plate  any  longer,  though  there 
was  an  evident  deficiency  in  the  bone. 

In  the  third  case  the  patient  had  received  a  compound 
fissured  fracture  with  slight  depression.  Unconsciousness 
developed  without  previous  history  of  concussion,  and  passed 
into  coma ;  from  this  condition  he  was  not  relieved  by  ope- 
ration, and  died  within  about  ten  hours  after  accident. 

The  great  interest  in  this  case  is  the  fact  that  bleeding 
came  from  veins  in  the  dura  mater,  and  not  from  either 
meningeal  artery  or  large  sinus. 

Early  in  the  afternoon  of  the  8th  of  August,  1892,  a 
strongly  built  labourer  was  admitted  to  the  Royal  Free 
Hospital,  having  fallen  from  a  scaffolding  a  short  time  before. 

He  had  sustained  a  compound  slightly  depressed  fracture 
in  the  right  parietal  region,  and  was  somewhat  dazed.  When 
put  to  bed  in  the  ward  he  appeared  conscious,  and  gave  intel- 
ligent answers  to  questions.  Later  he  seemed  very  drowsy 
and  unable  to  rouse  himself  to  answer,  though  he  appeared  to 


Mr.  Battle's  Gases  of  Extra-dural  Raemorrhage.       131 

know  when  lie  was  spoken  to.  This  gradually  lapsed  into  a 
condition  of  complete  unconsciousness,  accompanied  by  some- 
what stertorous  breathing,  dilatation  of  the  right  pupil,  and 
accompanying  insensitiveness  of  the  conjunctivae  to  light. 
The  pulse  was  full  and  slow,  48  ;  the  temperature  was  97*6°. 
When  I  saw  the  patient  at  about  6.30  he  was  in  a  con- 
dition of  profound  coma.  'J'he  face  was  purple,  respiration 
extremely  noisy,  with  an  occasional  deep  sigh.  He  was  sweat- 
ing freely,  and  had  paralysis  of  the  left  side,  and  immediate 
removal  to  the  operating  theatre  was  effected.  The  wound 
was  thoroughly  cleansed  with  carbolic  acid  solution.  No 
anesthetic  was  given.  The  area  of  depression  was  limited  to 
a  place  below  and  in  front  of  the  parietal  eminence,  the 
depression  was  slight.  From  this  a  well-marked  fissured 
fracture  ran  upwards  and  backwards  towards  the  posterior 
superior  angle  of  the  parietal,  and  forwards  and  downwards 
towards  the  anterior  inferior  angle  of  that  bone.  A  one-inch 
trephine  was  applied  towards  the  lower  part  of  the  depressed 
area,  and  the  skull,  which  was  very  dense,  fenestrated.  I 
selected  this  point  because  it  appeared  probable  that  the 
haemorrhage  came  from  the  middle  meningeal  artery,  and  it 
would  be  easier  to  work  towards  the  point  of  laceration  should 
the  diagnosis  prove  correct.  "When  the  trephine  crown  was 
removed  by  the  elevator  a  large  blood-clot  was  exposed,  and 
there  was  an  escape  of  a  large  quantity  of  fluid  blood.  There 
was  such  a  large  amount  of  clot,  that  in  order  to  i*emove  it 
rapidly  a  teaspoon  was  employed.  The  quantity  removed 
was  not  measured,  but  was  calculated  at  4  ounces.  During 
this  time  free  bleeding  was  going  on  into  the  large  space 
between  the  dura  mater  and  the  bone,  and  out  through  the 
opening,  and  it  was  evident  that  a  large  vessel  had  been 
injured.  Bone  was  freely  removed  towards  the  main  trunk  of 
the  middle  meningeal  artery,  but  the  source  of  the  haemorrhage 
was  not  seen.  As  the  blood  appeared  to  well  up  from  the 
back  of  the  cavity,  bone  was  removed  backwards,  but  it  was 
a  long  time  before  the  opening  from  which  the  bleeding  came 
was  found ;  this  was  in  a  large  vein  in  the  dura  mater  about 
half  an  inch  from  the  superior  longitudinal  sinus.  This  was 
secured  with  silk  passed  on  a  curved  needle  through  the  dura 
mater,  and  tied  so  as  to  include  the  vein.  As  blood  still  welled 
slowly  into  the  posterior  part  of  the  cavity  bone  was  further  re- 
moved, and  attempts  made  to  secure  a  bleeding  point  appa- 
rently in  another  large  vein.  Although  these  efforts  were  not 
fully  successful,  as  the  ligature  did  not  hold,  the  compression 
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of  the  part  by  the  forceps  was  sufficient,  and  bleeding  stopped ; 
it  was,  however,  considered  advisable  to  leave  a  gauze  com- 
press over  this  part.  The  wound  was  now  cleansed  and  the 
scalp  brought  togethei',  an  opening  being  left  for  the  end  of 
the  gauze  compress.  The  depressed  brain  showed  no  sign  of 
expansion. 

This  operation  was  necessarily  a  long  one,  and  the  loss  of 
blood  considerable.  The  condition  of  stertor  with  occasional 
deep  sighing  respiration  continued  during  the  operation,  and 
the  pulse-rate  increased  to  136.  Occasional  removals  of  bone 
were  followed  by  movement  of  the  right  arm,  and  to  a  less 
extent  of  the  left,  but  there  was  no  evidence  of  return  of 
consciousness.  The  pupils  became  smaller,  and  reacted  to 
light,  and  conjunctival  reflex  was  present.  A  brandy  enema 
was  given  during  the  operation,  and  a  saline  infusion  of 
three  pints  afterwards,  when  the  pulse  noticeably  improved. 

He  did  not  recover  consciousness,  and  died  at  11.55.  The 
temperature  at  10  p.m.  was  103'8°. 

At  the  post-mortem  examination  the  opening  made  by  the 
removal  of  bone  measured  4  inches  by  2,  and  the  original 
fissure  could  be  traced  forwards  to  the  foramen  spinosum. 
The  right  side  of  the  brain  was  much  compressed.  The 
lateral  sinus  was  normal;  there  were  small  blood- clots  under 
the  dura  mater  on  the  surface  of  the  brain. 

The  hfemorrhage  in  this  case  was,  as  I  have  said,  very  free 
indeed.  It  was  at  first  almost  a  continuous  flow,  very  much 
increased  by  the  deep  sighing  inspirations  which  the  man 
took  from  time  to  time.  On  the  supposition  that  it  was  due 
to  wound  of  the  meningeal  artery,  pressure  over  the  carotid 
was  made  for  a  time  early  in  the  operation,  but  without  any 
result. 
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XXIV. — A  case  of  Excision  of  part  of  a  dislocated 
internal  Semilunar  Fibro-cartilage  of  the  Knee, 
ivith  an  account  of  the  result  tiventij-one  months 
afterivards.  By  C.  B.  Lockwood.  Bead  March  9, 
1894. 

A  FAIR  number  of  cases  of  dislocated  fibro-cartilage  of  the 
knee  have  now  been  operated  upon^  but  nevertheless 
there  is  need  of  more  detailed  information  as  to  their  results. 
The  immediate  results  seem  to  be  favorable,  although 
rumours  of  grave  disasters  have  occasionally  been  heard. 
Our  knowledge  would  be  greatly  increased  if  we  had  a  report 
upon  all  the  cases  which  have  been  done.  This  would  not  be 
a  difficult  undertaking,  as  their  number  cannot  be  great. 
The  following  case,  which  is  very  like  one  described  by  Mr. 
H.  Allingham"^  in  a  previous  volume  of  the  Clinical  Society's 
Transactions,  is  complete  in  so  far  that  it  gives  the  result  of 
the  operation  nearly  two  years  after.  Mr.  Allingham  con- 
cludes his  paper  with  the  statement  that  "  the  patient  remains 
quite  well,  and  experiences  no  discomfort  whatever.^' 

The  details  of  my  case  are  as  follows.  In  March,  1892,  my 
friend  Mr.  Freeman  sent  a  Mr.  B.,  an  engineer  aet.  23,  to  see 
me  concerning  his  left  knee.  He  says  that  all  his  joints  are 
too  loose,  and  that  in  October,  1889,  he  was  running  with  a 
football,  and  whilst  stopping  to  evade  a  pursuer  he  gave  his 
knee  a  sudden  and  violent  twist,  the  foot  being  held  by  long 
grass.  After  this  he  was  laid  up  with  an  attack  of  synovitis, 
and  with  great  pain  in  the  inner  side  of  his  left  knee.  After 
recovering  from  this  attack  of  synovitis  his  joint  remained 
insecure,  and  liable  during  any  slight  exertion  to  become 
deranged.  For  instance,  in  November,  1889,  he  slipped  off  a 
plank,  and  his  knee,  as  he  says,  "  went  with  a  jerk  and  stuck 
in  a  beut  position,  and  would  not  straighten.^'  This  accident 
was  followed  by  the  usual  attack  of  synovitis,  during  which 
the  patient  was  laid  up. 

Similar  accidents  occurred  from  time  to  time,  and  inasmuch 
as  he  was  quite  unable  to  stir  just  after  the  onset  there  was 
danger,  owing  to  the  nature  of  his  employment,  of  a  most  serious 
*  Vol.  xxii,  p.  125. 
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accident  occurring.  Mr.  Freeman  exhausted  all  tlie  ordinary 
ways  of  treating  these  affections^  and  the  patient  possessed 
quite  a  variety  of  knee  apparatuses.  When  I  saw  him  on 
March  16,  1892,  there  was  slight  synovitis  of  the  knee,  and 
pressure  on  the  internal  semilunar  fibro-cartilage  caused 
pain.  The  libro- cartilage  also  seemed  more  moveable  than  is 
usual.  No  other  loose  body  could  be  felt,  and  it  was  obvious 
that  there  was  an  internal  derangement  of  the  joint,  probably 
due  to  some  injury  of  the  internal  semilunar  tibro-cartilage. 
After  considering  all  the  ciicumstances,  and  especially  that 
the  condition  of  the  knee  rendered  his  occupation  dangerous, 
I  advised  him  to  have  his  knee-joint  explored.  He  also  saw 
Mr.  Pick,  who  concurred  in  this  opinion,  and  advised  the  ope- 
ration. On  March  22  an  aneesthetic  was  given  and  the  knee 
opened  by  a  vertical  incision  2^  inches  in  length,  made  along 
the  inner  side  of  the  patella  and  its  ligament,  and  a  finger's 
breadth  from  them.  I  have  found  that  if  the  incision  is  too 
near  the  patella  it  is  afterwards  difficult  to  introduce  the 
sutures.  After  the  synovial  membrane  had  been  incised  a 
good  deal  of  fluid  escaped. 

The  internal  semilunar  fibro-cartilage  was  found  to  have 
been  broken  away  from  its  attachment  in  front  of  the  spine 
of  the  tibia,  and  its  outer  edge  had  also  been  torn  from  the 
tibia  by  rupture  of  the  coronary  ligament,  so  that  at  least  its 
anterior  third  projected  and  moved  about  freely  within  the 
joint.  This  part  of  the  fibro-cartilage  looked  crumpled  up, 
and  there  was  nothing  to  prevent  it  from  becoming  caught 
between  the  femur  and  tibia.  All  this  detached  portion  was 
cut  oif  with  scissors,  and  the  remaining  part  was  sewn  down 
to  the  upper  end  of  the  tibia  with  a  strong  twisted  silk  suture. 
All  blood  was  then  washed  from  the  joint  with  perchloride  of 
mercury  lotion  1  in  2000,  and  the  joint  was  closed  with  six 
or  seven  silkworm-gut  sutures  placed  about  a  third  of  an 
inch  apart  and  pulled  rather  tight.  The  wound  was  dusted 
with  iodoform  and  dressed  with  carbolic  gauze  and  alembroth 
wool,  and  placed  upon  a  Mackintyre's  splint  in  a  slightly  bent 
position.  Great  care  had  been  taken  by  means  of  heat  and 
chemicals  to  sterilise  the  instruments,  materials,  and  the  skin 
of  both  the  patient  and  of  the  operator  and  his  assistant. 
However,  no  one  was  allowed  to  put  anything  into  the  joint 
except  myself,  and  I  did  as  little  as  possible.  The  subsequent 
progress  of  the  case  was  quite  uneventful.  There  was  no  rise 
of  temperature,  and  there  was  only  a  moderate  attack  of 
synovitis  which  caused  some  pain,  which  was  relieved  by 
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loosening  a  bandage.  The  dressing  was  removed  on  the  tenth 
day,  when  the  wound  was  healed^  and  the  patient  got  up  at 
the  end  of  a  fortnight.  There  was  hardly  any  heat  or  swell- 
ing of  the  knee,  so  nothing  was  done  to  restrain  its  action. 

On  May  8,  less  than  seven  weeks  after  the  operation,  he 
wrote  to  say  that  he  walked  thirteen  miles  without  any  pain 
or  ill  effects.  Thus  it  is  evident  that  the  immediate  effects  of 
the  operation  were  quite  trivial  and  of  short  duration  ;  pain 
was  hardly  felt,  although  no  drainage-tube  was  used.  When 
the  patient  began  to  get  about  I  advised  him  at  first  to  wear 
one  of  his  knee  apparatuses  as  a  precaution.  This  was  the 
more  necessary  because  it  may  be  remembered  that  he  said 
that  all  his  joints  were  loose,  and  the  one  operated  upon  had 
probably  had  its  ligaments  and  capsule  stretched  by  frequent 
attacks  of  synovitis.  He  was  also  advised  not  to  play  at 
tennis  or  football  for  a  year.  This  advice,  however,  he  did  not 
adopt,  because  in  November,  1891,  he  indulged  in  some  violent 
exercise,  and  Mr.  Freeman  wrote  to  say  that  he  had  had  an 
attack  of  synovitis  of  the  knee  with  "  considerable  effusion. 
He  could,  however,  extend  his  leg  fully.  This  is  the  first  time 
anything  has  happened  since  the  operation."  After  this 
warning  the  patient  took  greater  care,  and  he  writes  on  De- 
cember 6,  1893,  as  follows: — '^My  knee  is  for  most  purposes 
perfectly  strong.  Last  summer  I  rode  ninety  miles  upon  a 
bicycle  in  addition  to  many  other  long  rides.  For  walking 
and  swimming  the  leg  is  as  sound  as  the  other.  I  have, 
however,  avoided  football,  cricket,  tennis,  and  games  in  which 
a  sudden  twist  round  is  often  necessary,  as  this  motion  would 
at  once  bring  me  to  grief.  Since  the  operation  it  has  never 
locked.     I  now  wear  no  appliances  of  any  kind." 

It  is  quite  clear  that  this  is  a  truthful  and  unvarnished  ac- 
count of  the  effect  of  the  operation  which  was  done.  In  my 
opinion  this  cannot  be  claimed  as  a  perfect  cure,  because  the 
patient^s  ambition  was  to  play  at  football  and  tennis  and  so 
forth,  and  this  he  seems  afraid  to  do.  However,  there  is  no 
doubt  but  that  the  freedom  from  locking  is  to  him  a  great  gain, 
and  one  which  was  essential  for  his  safety  in  his  profession. 

Further,  I  do  not  doubt  that  in  some  cases  the  result  will 
be  an  absolute  cure.  The  question  naturally  arises  whether 
this  benefit  was  purchased  at  the  price  of  too  great  a  risk. 
My  own  experience  of  opening  joints  has  led  me  to  the  con- 
clusion that  it  is  a  safe  proceeding,  unattended  with  anxiety, 
provided  the  surgeon  secures  asepsis.  Without  asepsis  I 
consider  the  operation  quite  unjustifiable.     Fortunately  the 
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knee-joint  is  so  situated  that  dangers  of  infection  from 
extraneous  sources  can  be  reduced  to  a  minimum.  Not  only- 
can  the  necessary  manipulations  be  carried  out  with  little 
fear  of  infection,  but  the  skin  of  the  region  is  thin  and  com- 
paratively hairless,  and  contains  few  sebaceous  or  sweat 
glands,  and  therefore  is  less  likely  to  infect  the  wound. 
Synovial  membrane,  too,  seems  to  unite  as  well  as  perito- 
neum, and  thus  the  joint  is  soon  occluded. 
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XXV. — A  case  of  Perforation  of  the  Boivel  in  typhoid 
fever  treated  by  washing  out  the  peritoneal  cavity 
and  excising  the  perforation.  By  W.  Cayley,M-D., 
and  J.  Bland  Sutton.     Bead  March  9,  1894. 

HENRY  M — ,  get.  lb,  engaged  in  business  in  the  City,  was 
taken  ill  in  the  hrst  week  of  October  with  symptoms  of 
a  feverish  cold.  He  had  shiverings,  headache,  cough  "with  a 
little  expectoration,  and  pains  in  the  muscles  of  his  neck  and 
shoulders.  He  continued  his  avocation  till  October  10,  when 
he  remained  in  bed  and  did  not  again  get  up.  During  the 
next  few  days  his  temperature  varied  from  10r5°  to  102*5°. 
He  continued  to  cough  a  little,  but  the  headache  and  muscular 
pains  abated.  He  had  restless  nights.  His  bowels  were 
costive.  He  was  put  on  a  milk  diet,  and  was  given  at  first 
some  salicylate  of  soda,  afterwards  small  doses  of  quinine, 
which  caused  slight  cinchouism.  On  October  13  a  saline 
purge  was  administered,  which  brought  away  two  large 
offensive  motions. 

I  was  asked  to  see  him  on  October  14.  It  was  now  pretty 
evident  that  he  was  suffering  from  typhoid  fever,  but  of  a 
mild  type.  He  was  cheerful  and  free  from  any  distressing 
symptoms.  Pulse  72,  temp.  101'4°,  resp.  24.  There  was 
no  abdominal  distension  or  pain  ;  his  tongue  was  rather  red 
and  denuded  at  the  back,  moderately  coated  in  front.  Splenic 
dulness  was  increased.  Urine  contained  a  slight  trace  of 
albumen,  and  gave  a  characteristic  reaction  with  Ehrlich's 
test.  There  were  no  pulmonary  signs.  The  next  day  a  well- 
marked  rose  spot  appeared  on  the  abdomen,  and  was  followed 
later  by  two  others. 

He  was  ordered  to  be  kept  in  the  recumbent  position,  to 
have  a  diet  of  two  to  three  pints  of  milk  and  a  pint  of  beef 
tea  daily,  with  soda  water.  To  this  was  added  a  few  days 
later  an  ounce  and  a  half  of  whisky.  A  mixture  containing 
some  dilute  nitro-hydrochloric  acid  was  prescribed,  and,  if 
necessary,  a  draught  of  chloral  and  bromide,  which  he  had 
already  been  taking,  was  to  be  given  at  night.  He  was  also 
ordered  to  be  sponged  twice  daily  with  tepid  water. 
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During  the  next  ten  days  the  disease  appeared  to  run  a 
favorable  course,  the  temperature  varied  from  100*5°  to  102°, 
and  only  once,  on  October  20,  rose  to  102'8°.  The  bowels 
were  confined,  and  about  every  other  day  a  small  enema  was 
administered  which  brought  away  a  pale  formed  motion. 
His  pulse  varied  from  72  to  84,  and  he  continued  cheerful 
and  free  from  any  serious  discomfort,  and  took  his  food  with 
relish.  On  one  occasion  he  was  attacked  by  colicky  pains 
and  flatulence;  this  I  attributed  to  his  taking  a  rather 
excessive  quantity  of  milk.  He  was  given  some  essence  of 
peppermint,  and  the  milk  was  somewhat  reduced,  and  the 
symptoms  passed  off. 

During  the  next  week,  ending  November  30,  the  range  of 
temperature  was  rather  higher,  varying  from  101  "5°  to  103°, 
and  on  the  evening  of  November  30  it  rose  to  103'6°.  His 
pulse  varied  from  84  to  90;  the  bowels  continued  in  the 
same  condition,  generally  requiring  an  enema  to  produce  an 
evacuation,  which  was  always  formed.  He  had  a  desire  for 
food,  and  was  able  to  amuse  himself  by  reading  and  being 
read  to.  He  complained  chiefly  of  a  feeling  of  aching  and 
weariness  from  long  confinement  to  bed.  It  was  noticed  that 
he  had  got  decidedly  thinner. 

On  the  evening  of  November  30  his  temperature  had 
risen  to  103*6° — the  highest  point  it  had  attained;  his  pulse 
was  84,  resp.  24.  He  said  he  felt  quite  comfortable,  and  he 
was  lying  on  his  side  reading  the  newspaper.  He  passed  a 
good  night,  and  the  next  morning,  December  1,  he  seemed 
as  well  as  usual.  About  7.30  a.m.  he  was  suddenly  seized 
with  intense  abdominal  pain,  especially  in  the  pelvic  region ; 
he  vomited  and  passed  a  loose  motion ;  his  temperature 
fell  to  97°. 

I  saw  him  about  9  a.m.  ;  he  was  then  in  a  state  of  collapse, 
his  skin  cold,  pulse  very  small,  and  he  complained  of  extreme 
pain  all  over  the  abdomen  with  great  tenderness.  There 
was  no  distension.  I  ordered  him  half  a  drachm  of  laudanum, 
and  directed  that  nothing  else  should  be  given  him  but  an 
occasional  teaspoonful  of  brandy  and  water. 

I  saw  him  again  about  11  a.m.;  the  collapse  had  passed  off. 
His  temperature  had  risen  to  103*8°.  The  pain  was  much 
less  severe,  but  there  was  slight  distension  of  the  belly,  and 
from  the  diminution  in  the  liver  dulness  I  thought  there  was 
gas  in  the  peritoneal  cavity. 

It  appeared  to  me  that  unless  relief  could  be  given  by  an 
operation  the  case  was  absolutely  hopeless.     I  accordingly 
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asked  Mr.  Bland  Sutton  to  see  him,  and  he  concurred  with 
me  in  the  opinion  that  the  only  chance  left  was  to  open  the 
abdomen,  wash  out  the  peritoneal  cavity,  and  deal  Avith  the 
perforation  in  accordance  with  what  was  found. 

The  patient's  friends  were  willing  to  consent  to  anything 
which  would  afford  a  chance  of  saving  him.  He  was,  I  may 
say,  living  in  the  house  of  a  near  relative,  himself  a  medical 
practitioner,  who  was  of  course  fully  aware  of  the  grave 
nature  of  the  accident  which  had  taken  place,  and  concurred 
with  us  in  our  opinion. 

The  conditions  appeared  favorable  for  an  operation; 
though  the  fever  had  run  rather  a  protracted  course,  the  type 
had  been  mild,  and  before  the  perforation  the  patient's 
strength  had  been  well  maintained.  From  the  entire  absence 
throughout  of  diarrhoea  or  other  intestinal  symptoms  we 
might  infer  that  the  ulceration  was  slight  in  amount,  and 
probably  situated  chiefly  rather  high  up  in  the  ileum,  which 
would  render  it  more  accessible  to  operative  procedure. 
I  think  I  have  observed  that  the  lower  down  the  ulcers  the 
more  severe  are  the  diarrhoea  and  the  intestinal  symptoms. 
They  are  most  severe  when  the  ulceration  extends  into  the 
large  intestine,  next  when  it  is  situated  about  the  ileo-cascal 
valve,  least  so  when,  as  is  sometimes  the  case,  it  is  mainly  in 
the  higher  part  of  the  ileum,  though  no  doubt  these  ulcers 
are  very  liable  to  perforate. 

Moreover,  as  this  was  about  the  twenty-fourth  day  of 
illness,  we  might  hope  that  the  fever  was  drawing  to  its 
termination.  It  was  according-ly  agreed  that  Mr.  Sutton 
should  operate  at  1  o'clock,  five  and  a  half  hours  after  the 
perforation  had  taken  place  ;  and  he  has  supplied  the  notes 
of  the  operation  and  the  subsequent  surgical  history  of 
the  case.  Mr.  Sutton  was  assisted  in  the  operation  by 
Dr.  Berkeley. 

Mr.  West  induced  aneesthesia  with  chloroform,  and  main- 
tained it  with  the  A.  C.  E.  mixture.  An  opening  8  cm.  long 
was  made  in  the  linea  alba  between  the  umbilicus  and  the 
symphysis  pubis.  After  disposing  of  an  obtrusive  coil  of 
bowel  the  left  hand  was  introduced  into  the  pelvis  ;  the  recto- 
vesical pouch  was  found  to  be  overflowing  with  turbid  fluid 
which  had  escaped  from  the  bowel;  at  the  same  time  bubbles 
of  gas  rose  to  the  surface  and  escaped  through  the  abdominal 
incision.  The  pelvis  was  first  explored  because  collapsed 
small  gut  tends  to  fall  into  this  cavity ;  in  this  case  the 
surmise  was  correct,  for  a  piece  of  soft  undistended  intestine 
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was  easily  felt,  and  on  withdrawing  it  from  the  belly  we  had 
the  gratification  of  seeing  the  hole  in  the  bowel  within  3  cm. 
of  the  spot  where  the  gut  had  been  seized,  and  in  the 
adjacent  mesentery  there  was  an  enlai'ged  pink  lymph-gland. 
The  outlines  of  the  ulcer  were  clearly  discernible,  and 
Dr.  Berkeley  gently  stretched  the  bowel  between  the  thumb 
and  forefinger  of  each  hand  whilst  I  excised  the  ulcer  by 
means  of  an  oval  incision,  the  long  axis  of  which  was  in  the 
long  axis  of  the  intestine.  The  cut  edges  of  the  mucous 
membrane  Avere  then  brought  together  with  a  continuous  silk 
suture,  and  the  serous  surface  drawn  into  apposition  by  eleven 
Lembert's  sutures.  The  peritoneal  cavity  was  then  freely 
irrigated  with  warm  water,  and  the  abdominal  incision  closed 
in  the  usual  manner  and  dressed  with  boric  lint,  charpie,  and 
cotton  wool,  maintained  in  position  with  a  dannel  binder. 
The  operation  consumed  nearly  an  hour,  a  great  part  of  the 
time  being  occupied  in  cleaning  the  peritoneum.  Before 
securing  the  abdominal  sutures  the  stitched  gut  was  laid 
immediately  under  the  wound.     No  other  ulcer  was  visible. 

At  the  end  of  the  operation  the  patient  became  much  col- 
lapsed. The  surface  was  cold  and  bedewed  with  a  clammy 
sweat,  the  pulse  extremely  feeble,  the  eyes  half  closed,  with 
the  sclerotics  exposed.  He  was  given  an  enema  of  hot  brandy 
and  water,  a  subcutaneous  syringeful  of  brandy  was  in- 
jected into  each  arm,  and  a  few  teaspoonfuls  of  brandy  were 
given  by  the  mouth  ;  hot  bottles  were  applied  to  his  feet, 
and  hot  flannel  to  his  chest,  and  a  teaspoonful  of  brandy 
diluted  with  a  teaspoonful  of  hot  water  ordered  to  be  given 
every  half-hour.  He  gradually  rallied  ;  at  4  p.m.  his  tempera- 
ture was  98° ;  at  6,  100°.  He  was  now  quite  conscious,  but 
was  restless  and  rather  excited ;  he  had  a  distressing  hiccough, 
and  once  he  retched  violently,  and  brought  up  about  half  an 
ounce  of  bile  and  mucus.  The  retching  was  attended  by  a 
sort  of  convulsive  spasm,  and  caused  great  pain  in  the  belly. 
The  brandy  by  the  mouth,  too,  was  ordered  to  be  discontinued, 
as  he  had  a  great  dislike  to  it,  and  thought  it  increased  his 
hiccough,  and  he  Avas  given  20  minims  of  laudanum,  and  it 
was  directed  that  he  should  have  an  enema  of  half  an  ounce 
of  brandy  and  4  ounces  of  peptouised  milk  every  three  hours. 
At  9  P.M.  he  seemed  better. 

He  sucked  a  good  deal  of  ice  with  relief  to  his  hiccough 
and  eructations.  He  passed  a  fairly  good  night,  sleeping 
about  four  and  a  half  hours ;  when  awake  he  had  a  good  deal 
of  hiccousrh  and  eructation.     The  enemas  were  retained. 
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On  the  morning  of  December  2  he  again  became  collapsed, 
his  temperature  fell  to  97°,  his  pulse  was  120,  very  small,  and 
there  was  a  cold  sweat ;  his  mind  Avas  clear,  and  he  said  he 
felt  comfortable  and  was  free  from  pain.  A  subcutaneous 
injection  of  ether  was  administered,  and  he  was  ordered  to 
have  two  teaspoon sful  of  peptonised  milk  by  the  mouth  every 
two  hours.  At  2.30  his  temperature  was  97'6°,  at  6.30,  99°. 
Patient  had  now  rallied  from  his  collapse  and  seemed 
better.  He  expressed  himself  as  feeling  quite  comfortable, 
and  free  from  pain  and  tenderness.  He  had  passed  water 
during  the  day,  and  also  some  flatus  by  the  bowel.  At 
2  o'clock  he  had  vomited.  The  eructations  and  hiccough 
were  diminished.  The  last  enema  was  not  retained,  and  he 
was  ordered  to  have  25  minims  of  laudanum  in  the  one  given 
at  10.30  P.M.  His  pulse  now  was  112  and  of  better  quality. 
Occasionally  there  was  a  little  rambling  delirium.  He  passed 
rather  a  restless  night,  and  was  much  troubled  by  eructations, 
but  slept  at  intervals. 

December  3.— At  6  a.m.  temp.  99-8°;  at  9,  100°;  pulse 
120.  No  pain  or  tenderness ;  has  a  craving  for  food ; 
ordered  half  a  teaspoonful  of  Brand's  essence  every  two 
hours  with  the  milk,  enemas  to  be  continued. 

As  it  seemed  possible  that  the  subnormal  temperature 
and  collapse  on  December  2  might  be  due  to  yielding  of  a 
stitch  the  wound  was  examined,  and  the  dressing  had  a 
distinctly  faecal  odour,  therefore  a  stitch  was  removed  to 
allow  of  the  free  escape  of  gas  and  any  bowel-contents  that 
might  become  extravasated.  During  the  subsequent  course 
of  the  case  there  was  evidence  that  gas  passed  from  the 
intestine  through  the  wound. 

Patient  passed  a  fairly  good  day.  One  of  the  enemas  was 
returned  with  a  little  light  yellow  fgecal  matter.  His  tem- 
perature at  night  rose  to  102 "4°.  His  pulse  vai-ied  from  112 
to  120.  He  was  again  given  25  minims  of  laudanum  in  his 
enema  at  10.30  p.m. 

December  4. — Patient  slept  during  the  night  for  periods 
of  one  to  one  and  a  half  hours;  when  awake  was  much 
troubled  by  hiccough  and  eructations.  This  morning  ex- 
presses himself  as  feeling  quite  comfortable,  but  he  seems 
weaker.  Pulse  124,  small  and  dicrotic,  tongue  dry.  He 
appears  to  have  distinctly  lost  flesh  since  the  operation.  The 
enemas  now  give  him  some  pain,  and  are  not  retained  so  well. 
He  has  a  strong  craving  for  food.  Ordered  3  ounces  of 
peptonised  milk,  half  a  teaspoonful  of  Brand's  essence,  and 
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half  an  ounce  of  whisky  to  be  given  by  the  mouth  every 
three  hours,  and  the  enemas  to  be  discontinued.  In  the 
evening  he  seemed  better;  his  pulse  was  108,  of  better 
quality ;  temp.  101*4°.  He  enjoyed  the  food  though  it 
caused  a  good  deal  of  hiccough,  but  he  said  he  could  not  take 
the  whisky.  This  was  accordingly  ordered  to  be  discon- 
tinued, and  half  an  ounce  of  brandy  given  in  an  enema  every 
three  hours.  During  the  day  he  passed  two  loose  motions. 
His  condition  was  now  so  satisfactory  that  we  began  to 
entertain  hopes  he  would  finally  rally.  He  was  given  as 
usual  20  minims  of  laudanum  in  the  last  enema.  During  the 
night  he  passed  three  loose  motions  which  seemed  to  exhaust 
him, and  the  opium  enema  was  not  retained;  it  was  accordingly 
repeated  at  4  a.m. 

December  5. — He  is  certainly  weaker  this  morning, 
pulse  120,  temp.  101*4°.  Tongue  dry.  Says  he  feels  comfort- 
able and  is  quite  free  from  pain.  Was  ordered  an  ounce  and  a 
half  of  port  wine  every  two  hours ;  this  he  managed  to  take, 
though  with  some  little  difficulty.  During  the  day  he  had  a 
little  rambling  delirium.  At  6  p.m.  he  seemed  still  weaker; 
he  was  ordered  to  have  an  egg  beaten  up  with  the  port 
wine.  He  had  two  loose  motions  during  the  day.  At 
10.30  P.M.  his  pulse  was  134.  He  had  taken  the  egg 
twice.  Twenty  minims  of  laudanum  were  administered  by 
the  mouth,  and  ordered  to  be  repeated  if  any  more  loose 
motions  were  passed.  He  passed  rather  a  restless  night. 
At  10  A.M.  on  December  6  his  pulse  was  136,  temp.  98*4°;  said 
he  felt  comfortable,  but  often  passed  into  a  state  of  rambling 
delirium.  His  temperature  rose  in  the  evening  to  102*2°. 
During  the  day  he  was  twice  given  a  hypodermic  injection  of 
ether,  and  at  6.30  one  of  strychnine  and  ether.  He  gradually 
sank,  and  died  December  7  about  7  a.m.,  the  sixth  day  after 
the  operation. 

A  partial  examination  of  the  belly  was  permitted.  The 
post-mortem  condition  was  satisfactory  in  so  far  that  there 
was  no  evidence  of  peritonitis.  The  sutured  section  of  the 
bowel  was  adherent  to  the  edges  of  the  incision,  and  pressure 
on  the  distended  bowel  above  the  sutured  segment  caused 
fluid  to  gurgle  across  the  strait  left  after  the  excision  and 
subsequent  closure  of  the  ulcerated  section  of  the  intestine. 
No  fluid  escaped.  The  leakage  of  gas  was  due  to  the 
sloughing  of  a  stitch  exactly  in  the  middle  of  the  line  of 
sutures.  The  perforation  was  situated  in  the  ileum,  one  foot 
from  the  ileo-caecal  valve. 
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Although  the  patient's  death  was  not  directly  due  to  the 
operation,  the  shock  caused  by  it  and  the  perforation  pre- 
vented him  from  rallying  from  the  typhoid  state  into  which 
he  subsequently  passed.  He  was,  however,  saved  from  the 
severe  suffering  of  septic  peritonitis,  which  was  completely 
arrested,  and  which  must  have  proved  fatal  in  a  much 
shorter  time. 

In  any  future  case  it  would  probably  be  more  advisable 
after  discovering  the  perforation  to  thoroughly  irrigate  the 
peritoneum,  and  then  secure  the  hole  in  the  gut  to  the 
incision  in  the  abdominal  wall,  as  in  an  inguinal  colotomy. 
Should  recovery  follow  the  fistula  could  be  subsequently 
dealt  with,  or  it  might  close  spontaneously.  In  this  way  the 
length  of  the  operation  and  probably  the  shock  would  be 
much  diminished. 
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XXVI. — Traumatic  Rupture  of  the  Common  Bile-duct. 
By  William  Henry  Battle.  Read  March  30, 
1894. 

THIS  case  illustrates  one  of  those  rarer  consequences  of 
abdominal  injury  of  which  we  have  few  recorded  ex- 
amples. It  is  of  special  interest  as  the  patient  was  under 
close  obsei'vation  in  hospital  from  within  a  short  time  of  the 
accident  until  his  death. 

It  is  not  without  importance  as  a  clinical  observation  of 
the  effects  of  pure  aseptic  bile  on  the  peritoneum — that  is, 
of  bile  which  has  escaped  through  a  clean  subcutaneous 
wound,  and  not  through  the  opening  made  by  the  perforation 
of  an  ulcer,  when  pus  and  other  products  also  gain  access  to 
the  peritoneum.  The  patient  was  also  a  healthy  boy  without 
complication  of  visceral  disease. 

A  boy  get.  6  was  admitted  to  the  Royal  Free  Hospital  on 
Tuesday,  August  15,  1893,  suffering  from  an  injury  to  the 
abdomen,  the  result  of  having  been  run  over  by  a  hansom  cab. 

His  previous  history  has  no  bearing  on  the  injury  and  its 
consequences. 

When  admitted  he  was  a  well-developed  boy  suffering 
slightly  from  shock,  and  complaining  of  spasms  of  pain  in  the 
chest.  There  was  no  sign  of  bruising  or  redness  of  the  skin 
anywhere  excepting  for  slight  grazing  on  the  left  side  of  the 
chest,  running  downwards  to  the  right.  His  face  was  slightly 
flushed,  and  he  vomited  soon  after  admission,  but  did  not 
bring  up  any  blood.  His  temperature  was  97*6°.  There  was 
no  special  tenderness  in  the  abdomen. 

On  the  following  morning  the  temperature  was  98'4°  ;  he 
seemed  fairly  well,  but  still  had  "  spasms  "  of  pain  in  the 
chest,  chiefly  on  the  right  side. 

During  the  night  he  had  been  restless  and  fretful,  and 
vomited  twice.     Bowels  not  open. 

On  the  17th  I  saw  him  for  the  first  time  in  the  afternoon  ; 
he  was  lying  on  his  back,  and  kept  his  thighs  flexed.  There 
was  no  distension  of  the  abdomen  and  no  tenderness.  It 
appeared  to  me  probable  that  he  had  received  a  contusion  of 
the  liver,  there  being  no  evidence  of  fluid  in  the  peritoneum 
or  other  signs  of  rupture  of  that  organ. 
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He  vomited  twice  in  the  afternoon,  and  it  was  noticed 
that  the  urine  was  very  red  in  colour,  sp.  gr.  1020,  but  con- 
tained no  sugar,  albumen,  or  blood.  Temperature  a.m.,  99*2°, 
P.M.  101-2°. 

On  the  18th  he  had  vomited  after  everything  given  by  the 
mouth,  and  was  still  restless ;  the  bowels  had  acted  normally.  It 
was  also  observed  that  respiration  was  spasmodic  and  entirely 
thoracic ;  he  was  also  drowsy,  vomited  three  times  during  the 
day,  and  had  three  actions  of  the  bowels.  His  temperature 
was  higher,  2  a.m.,  101°;  6  p.m.,  102-3°;  10  p.m.,  99°. 

He  was  noticed  to  be  slightly  jaundiced  on  the  19th,  was 
still  very  restless,  and  looked  ill.  He  vomited  four  times. 
He  complained  less  of  pain.  Nutrient  enemata  were  com- 
menced. Temp.,  2  a.m.,  100-2°;  6.10  a.m.  and  2  p.m.,  99°; 
6  P.M.,  100-2°. 

There  was  more  vomiting  on  the  20th  "  after  everything," 
and  only  3  oz.  of  urine  was  passed.  The  house  surgeon, 
Mr.  Wood,  noticed  slight  dulness  in  the  right  side  of  the 
abdomen.  Temp.,  2  a.m.  and  6  a.m.,  98-4°;  10  a.m.,  97°; 
6  P.M.  and  10  p.m.,  98°. 

I  saw  him  again  during  the  afternoon  of  the  21st,  and 
found  his  condition  very  much  altered  since  the  17th.  He 
was  looking  ill,  with  sunken  eyes  and  lai'ge  blue  circles  round 
them,  was  deeply  jaundiced,  and  vomited  often,  in  the  copious 
effortless  manner  of  a  patient  with  peritonitis.  His  pulse  was 
rapid  and  weak,  and  emaciation  was  marked.  He  lay  on  his 
back  with  his  legs  drawn  up  and  rotated  outwards,  as  if  from 
weakness. 

The  abdomen,  however,  was  not  what  might  have  been 
expected, — the  impression  given  was  that  of  "  flaccid  disten- 
sion ;"  it  was  larger  than  normal,  moved  with  respiration,  but 
chiefly  in  the  upper  region,  was  but  slightly  tender,  and  had 
no  trace  of  muscular  rigidity.  On  percussion  there  was  an 
area  of  dulness  extending  from  the  hepatic  region  into  the 
right  iliac  fossa,  there  appeared  to  be  also  dulness  on  the 
left  side  in  the  flank ;  on  the  right  side  the  dulness  extended 
forwards  to  the  right  liuea  semilunaris,  and  changed  but 
slightly  on  movement  of  patient.  This  dulness  was  best 
defined  by  light  percussion.  He  vomited  during  the  exami- 
nation in  the  manner  already  described,  was  restless,  and 
gave  an  occasional  deep  sighing  inspiration.  The  temperature 
was  97-2°. 

After  this  examination  I  expressed  an  opinion  that  the 
fluid  in  the  peritoneal  cavity  was  bile,  probably  mixed  with 
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some  inflammatory  exudation ;  that  the  supply  was  through 
some  small  opening  in  the  duct  apparatus ;  that  the  fluid  was 
not  due  to  a  rupture  of  the  gall-bladder,  or  to  rupture  of  the 
liver  substance. 

It  was  probable  that  the  presence  of  the  free  bile  in  the 
peritoneal  cavity  was  causing  the  symptoms  of  peritoneal 
irritation,  and  that  the  best  treatment  was  evacuation  of  the 
fluid  through  an  abdominal  incision. 

I  was  anxious  to  do  the  operation  at  once,  but  various 
circumstances  rendered  that  impossible,  and  it  had  to  be 
postponed. 

On  the  22nd  it  was  stated  that  he  had  passed  a  good 
night,  had  not  been  so  restless,  and  that  the  vomiting  had 
ceased  at  2.30  a.m.  The  dulness  in  the  right  flank  was 
possibly  more  marked,  but  he  appeared  rather  better.  The 
temperature  was,  however,  low,  the  respiration  irregular  and 
sighing,  and  the  boy  very  weak. 

In  the  evening,  at  6  o'clock,  the  patient  was  no  better, 
and  immediate  operation  was  again  advised  and  agreed  to. 
The  operation  was  done  with  the  usual  precautions. 

The  incision  was  placed  towards  the  anterior  part  (4- — f) 
of  the  dull  area  on  the  right  side.  The  peritoneum  bulged 
into  the  wound  when  exposed,  and  was  of  a  very  deep 
3-ellowish-red  colour.  AVhen  an  incision  was  made  through 
this  a  large  quantity  of  pure  bile  ran  out,  staining  my  fingers 
a  deep  yellow  colour.  There  was  no  odour  about  the  fluid, 
which  looked  like  normal  bile  ;  about  three  ounces  was  col- 
lected. The  flow  was  accelerated  by  turning  the  patient  on 
his  right  side.  The  intestines  were  congested,  but  there  was 
no  lymph  on  them.  A  finger  carefully  introduced  did  not 
throw  any  light  on  the  case,  and  whilst  long  examination 
was  forbidden  by  the  condition  of  the  patient,  it  was  not 
thought  advisable  for  fear  of  breaking  down  any  limiting 
adhesions. 

The  cavity  was  washed  out  with  boracic  lotion,  a  glass 
drainage-tube  inserted,  and  antiseptic  dressings  applied. 

He  took  the  anaesthetic  well,  but  was  restless  and  noisy 
after  the  operation,  though  without  pain,  and  only  vomited 
once.  He  died  apparently  from  exhaustion  at  1.30  on  the 
following  morning.  Bile  was  absent  from  the  motions  only 
on  the  last  two  days  of  the  illness. 

A  post-mortem  examination  was  made  on  the  25th  by 
Mr.  W.  H.  Evans. 

The  operation  wound  was  extended  at  each  end,  a  little 
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more  bile  escaped.  The  whole  of  the  intestines  were  found 
to  be  injected,  and  to  have  on  them  layers  of  lymph  ;  this  was 
especially  marked  on  the  right  side.  The  liver  and  gall- 
bladder were  intact,  but  about  half  an  inch  beyond  the 
junction  of  the  cystic  and  hepatic  ducts  the  common  bile-duct 
was  found  to  be  torn  completely  through  transversely,  but  the 
aperture  was  difficult  to  find.  No  other  traces  of  injury  were 
found. 

Remarks. — I  have  already  mentioned  the  extreme  rarity  of 
the  class  of  injury  of  which  this  is  an  example,  and  it  is  not 
surprising  that  these  cases  without  hepatic  laceration  should 
be  rare,  for  the  duct  is  small  and  deeply  placed.  The 
specimen  removed  from  this  patient  at  the  post-mortem 
examination  was  placed  on  one  side,  but  has  been  unfortu- 
nately lost,  and  I  am  indebted  to  Mr.  Evans  for  the  prepara- 
tion shown  to-night,  illustrating  the  size  of  the  common 
bile-duct  at  this  age;  it  may  serve  to  remind  us  of  the  small 
calibre  of  the  duct.  It  has  been  suggested  that  the  direction 
of  a  force  (necessarily  violent)  capable  of  rupturing  the 
common  bile-duct  must  be  from  below  upwards,  but  this  is 
not  apparent  in  the  account  of  cases  published.  The  history 
of  this  patient  is  that  of  similar  ones  for  the  first  few  days, 
but  the  duration  of  the  illness  was  shorter  than  most,  in 
consequence  of  the  complete  rupture  of  the  duct  and  the 
resulting  cholaemia.  At  the  time  of  operation  I  do  not  think 
that  a  complete  rupture  could  have  been  diagnosed,  for  bile 
was  said  to  have  been  still  present  in  the  motions.  Peritoneal 
inflammation  played  but  a  secondary  part,  and  had  little  to  do 
with  death.  The  account  of  other  cases  shows  how  very 
innocuous  the  healthy  bile  is  in  the  peritoneal  cavity  ;  patients 
who  have  received  a  partial  rupture  of  the  bile-duct  do  not 
die  from  peritonitis,  but  from  exhaustion,  most  usually  after 
repeated  tappings  to  draw  off  the  effused  bile.  The  pei-ito- 
nitis  is  generally  of  a  plastic  and  limiting  kind.  I  have  been 
unable  to  find  records  of  many  cases  of  rupture  of  the  bile- 
duct  without  pre-existing  disease  of  the  parts,  unless  associated 
with  rupture  of  the  liver ;  and  not  one  of  complete  transverse 
rupture  of  the  common  duct.  In  a  case  recorded  by  Le  Gros 
Clark,  the  man  had  received  a  rupture  of  the  hepatic  duct 
with  slight  laceration  of  the  liver,  and  died  on  the  eighteenth 
day.  Partial  ruptures  have  been  found  post  mortem  in  cases 
under  the  care  of  Fizeau  and  Drysdale,  the  patients  having 
died  on  the  thirty-third  and  twenty-second  days  respectively 
after   injury.     There   are    several  cases,  however,  in  which 
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symptoms  of  similar  character  and  severity  were  developed, 
but  in  which  recovery  ensued  after  repeated  tappings.  Fizeau, 
Koutier,  Fryer,  Landner,  Hermes,  Kermisson,  Uhde,  and 
Breddon  have  recorded  them.  In  other  cases  recorded  by 
Wainwright  and  Breddon,  where  large  collections  of  bile 
were  found  in  the  peritoneal  cavity  during  life,  the  source 
was  not  discovered  post  mortem.  The  most  interesting  case, 
under  the  care  of  Mr.  Lane,  recently  published,  was  ap- 
parently one  of  rupture  of  the  healthy  gall-bladder,  and 
therefore,  although  the  account  is  much  like  that  of  one  of 
the  class  under  consideration,  we  can  but  refer  to  it.  It 
showed  the  small  power  for  harm  possessed  by  the  bile, 
although  coming  from  the  gall-bladder,  and  not  from  the 
duct  passages. 
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XXVII. — Large  Stones  in  the  Common  Bile-duct,  pro- 
duciiig  complete  obstruction:  faecal-smelling  material 
also  present  in  the  duct :  operation  :  recovery.  By 
W.  Aebuthnot  Lane,  M.S.     Read  March  30,  1894. 

EM.,  aet.  30,  was  admitted  into  Guy's  Hospital  under  my 
•  care  on  December  11,  1893.  She  was  said  to  have 
suffered  from  renal  colic,  passage  of  gravel,  and  hsematuria  at 
intervals  for  seven  years,  but  she  has  been  quite  free  from 
these  attacks  for  several  months. 

A  year  and  ten  months  ago  she,  for  the  first  time,  suffered 
from  an  attack  of  biliary  colic,  and  was  jaundiced  during  the 
attack.  Since  that  time  she  has  had  similar  attacks  at  fre- 
quent periods,  the  duration  of  the  intervals  varying,  but 
recently  they  have  been  much  shorter  than  before.  Jaundice 
also  continued  between  the  attacks,  the  urine  being  always 
deeply  tinged  with  bile,  and  for  many  months  before  her 
admission  her  motions  had  been  white  and  pasty.  She  lost 
flesh  very  rapidly,  and  became  very  enfeebled. 

She  came  under  Dr.  Chubb's  care  at  Sandgate  in  October, 
1893,  and  from  that  time  up  to  her  admission  the  pain, 
jaundice,  and  pasty  motions,  with  very  considerable  irregu- 
larity in  her  temperature,  were  almost  constant,  the  pain  and 
tenderness  in  the  abdomen,  and  especially  about  the  liver, 
being  more  severe  for  periods  of  two,  three,  or  four  days.  On 
admission  she  was  in  the  commencement  of  one  of  these  exa- 
cerbations; the  abdomen  was  much  distended  and  extremely 
tender,  especially  between  the  edge  of  the  liver  and  umbilicus ; 
she  felt  sick,  but  did  not  vomit ;  her  urine  was  deeply  tinged 
with  bile,  and  she  was  generally  pretty  deeply  jaundiced. 
She  was  much  wasted,  and  her  appearance  suggested  a 
rapidly  approaching  end. 

The  edge  of  the  liver  could  be  made  out  when  she  was 
placed  in  the  sedentary  posture,  which  relaxed  her  only 
sufficiently  to  make  it  obvious  that  the  gall-bladder  was  not 
much  distended,  as  it  could  not  be  felt. 

During  the  six  days  following  her  admission  the  tempe- 
rature varied  rapidly  between  normal  and  104°,  but  on  the 
16th,  17th,  18th,   19th,  and  20th  it  reached  103°  or  more 
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every  night  at  six  in  the  evening,  falling  with  the  same 
regularity  to  subnormal  at  ten  in  the  morning.  During  the 
period  in  which  the  temperature  was  regular  she  felt  much 
better,  and  looked  upon  this  as  the  normal  condition  of  the 
intervals  between  the  attacks. 

On  December  21,  by  means  of  a  vertical  incision  internal 
to  the  right  linea  semilunaris,  I  found  the  gall-bladder  to  be 
flaccid  and  elongated,  and  containing  three  small  stones,  each 
about  a  third  of  an  inch  in  diameter.  An  incision  was  made 
into  it,  when  the  three  stones  fell  out  with  a  little  mucus. 
The  stones  and  mucus  smelt  strongly  f fecal.  A  stone  was 
felt  in  the  cystic  duct,  which  could  not  readily  be  removed 
through  the  opening  in  the  gall-bladder. 


On  introducing  the  finger  into  the  foramen  of  Winslow 
several  large  stones  were  felt  in  the  common  bile-duct,  two  or 
three  of  the  largest  being  behind  and  below  the  level  of  the 
first  piece  of  the  duodenum. 

The  first  piece  of  the  duodenum  was  displaced  downwards 
by  dividing  the  peritoneum  along  its  upper  margin,  so  as  to 
find  out  if  any  communication  existed  between  this  portion  of 
the  bowel  and  the  common  duct,  but  it  was  seen  that  they 
had  formed  no  adhesions  to  one  another. 

A  small  opening  was  made  into  the  anterior  surface  of 
the  common  duct  immediately  above  the  duodenum,  when  a 
pretty  profuse  discharge  of  perfectly  clear  mucus,  smelling 
strongly  faecal,  escaped.  This  was  carefully  removed  as  it 
welled  out  of  the  aperture,  and  when  it  had  ceased  to  dis- 
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charge,  a  pair  of  forceps  was  introduced  through  the  open- 
ing in  order  to  crush  or  remove  a  good  big  stone  which  lay 
immediately  beneath  the  aperture.  This  was  followed  at  once 
by  the  discharge  of  a  quantity  of  a  brown  liquid,  which 
appeared  to  possess  all  the  chai-acters  of  fluid  faeces.  Another 
attempt  to  get  at  the  stones  being  followed  by  the  same 
result,  I  determined  not  to  expose  the  patient  to  any  risk 
that  could  be  avoided,  so  I  sewed  up  the  opening  into  the 
duct,  and  packed  into  the  abdomen  in  its  vicinity  a  quantity 
of  sterilised  iodoform  gauze,  placing  a  glass  tube  in  the  centre 
of  the  tampon,  in  such  a  position  that  its  end  rested  upon  the 
sewn-up  wound  in  the  duct. 

As  the  stone  in  the  cystic  duct  obstructed  the  exit  of  the 
excretions  of  the  liver  through  the  gall-bladder,  I  considered 
it  might  serve  a  useful  purpose  later,  and  so  made  no  further 
attempt  to  remove  it. 

The  patient  was  very  much  relieved  by  the  operation,  this 
being  due  in  all  probability  to  the  escape  of  the  dammed-up 
foul  mucus  in  the  bile-ducts.  On  the  23rd  the  temperature 
rose  to  101°,  but  it  only  on  three  occasions  reached  100°  after 
that  date. 

On  the  24th  the  tampon  and  dressings  were  removed,  and 
were  found  to  be  saturated  with  apparently  normal  bile, 
whose  odour  was  strongly  fsecal.  It  was  not  felt  desirable  at 
this  early  period  to  throw  any  strain  upon  the  adhesions  by 
attempting  to  remove  the  stones.  A  glass  tube  was  again 
introduced,  and  gauze  packed  abundantly  about  it.  The 
urine  no  longer  contained  bile  in  any  quantity,  and  the  yellow 
colour  was  rapidly  disappearing  from  the  skin. 

After  this  dressing  bile  escaped  through  the  glass  tube, 
and  was  carried  by  means  of  a  rubber  drainage-tube  into  a 
vessel.     It  still  smelt  strongly  ffecal. 

On  January  3  she  was  again  placed  under  an  anesthetic, 
and  several  large  stones  were  broken  up  and  removed  through 
the  opening  in  the  common  duct  which  had  previously  been 
enlarged.  The  finger  could  be  passed  readily  into  the  dilated 
duct,  and  the  stones  felt.  The  broken-up  stones  smelt 
strongly  faecal ;  much  fluid  f ascal-looking  material  came  away 
at  the  same  time.  It  appeared  as  if  the  lowest  stone  pro- 
jected into  the  second  part  of  the  duodenum,  and  so  allowed 
the  contents  of  the  biliary  ducts  to  be  infected  by  faecal 
material.  The  brown  pasty  material  that  oozed  out  of  the 
opening  in  the  ducts  resembled  exactly  fluid  faeces,  and  it 
would  seem  as  if  it  had  entered  the  duct  from  the  duodenum. 
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and  oozed  out  when  the  large  stones  which  completely  blocked 
the  lower  part  of  the  duct  were  displaced.  At  the  same 
time  it  is  not  improbable  that  it  consisted  of  partly  disorgan- 
ised gall-stones. 

By  the  13th  January  the  motions  were  less  distinctly  clay- 
coloured  and  the  skin  had  quite  lost  its  yellow  colour,  but 
there  was  a  slight  trace  of  bile  in  the  urine, 

A  quantity  of  finely  broken-up  stones  was  passed  with 
the  bile  in  the  several  days  following  the  last  operation. 

On  the  15th  the  motions  were  brown. 

On  the  22nd  the  motions  were  normal  in  colour,  and  but 
a  small  quantity  of  bile-stained  fluid  was  present  on  the 
dressings,  a  fistulous  tract  being  left,  which  was  formed 
chiefly  by  the  open  gall-bladder,  through  which  no  bile  has 
passed  at  any  time. 

The  case  is  of  interest  from  many  points  of  view.  The 
peculiar  irregular  temperature  which  at  first  suggested  pyle- 
phlebitis was  probably  due  to  fjecal  infection  of  the  mucus 
dammed  up  in  the  ducts  of  the  liver.  Why  it  should,  after 
a  few  days,  have  lost  its  irregular  character  was  not  quite  so 
obvious.  The  complete  subsidence  of  the  high  temperature 
on  the  mucus,  and  subsequently  the  bile,  being  allowed  to 
escape  from  the  common  duct,  showed  that  the  rise  in  tempe- 
rature depended  on  tension  of  the  mucus  in  the  ducts,  and  not 
upon  its  being  infected  with  fgecal  material,  since  it  continued 
to  smell  just  as  strongly  for  many  days  after  the  operation. 

The  use  of  the  gauze  tampon  has  so  simplified  abdominal 
surgery  as  to  render  such  operations  on  the  gall-bladder  and 
ducts  of  the  liver  very  free  from  risk.  Although  I  have  per- 
formed a  considerable  number  of  such  operations,  it  has  been 
my  good  fortune  to  lose  but  one.  That  was  a  large  stone 
which  I  had  to  remove  by  incision  from  the  common  hepatic 
duct,  and  that  case  would,  in  all  probability,  not  have  proved 
fatal  had  I  been  at  that  time  familiar  with  the  use  of  the 
gauze  tampon.  I  trusted  to  the  stitching  up  of  the  opening 
in  the  ducts  and  to  a  glass  drainage-tube,  both  most  inef- 
fectual means  of  meeting  such  a  condition.  It  is  well  to 
remember  that  while  normal  bile  exerts  no  deleterious  influ- 
ence upon  the  peritoneum,  bile  as  we  meet  it  in  operations  on 
the  common  bile  and  common  hepatic  ducts  for  calculi,  &c., 
probably  always  contains  micro-organisms,  and  if  it  escapes 
into  the  general  peritoneal  cavity  produces  a  fatal  peritonitis. 

Owing:  to  the  variations  in  the  form  of  the  thorax  in  the 
two  sexes,  operations  on  the  common  hepatic  and  common 
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bile-ducts  are  much  more  difficult  to  perform  in  the  male 
than  in  the  female.  The  differences  to  which  I  allude  I 
described  in  a  paper  published  in  the  Transactions  of  the 
Obstetrical  Society,  1887,  entitled  "The  Factors  which  deter- 
mine the  Variations  in  the  Form  of  the  Male  and  Female 
Pelvis." 
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XXVIII. — Two  Gases  of  Bectangular  Anhjlosis  of  the 
Hip-joint,  treated  by  operation.  By  Chuistopheb, 
Heath.     Read  March  30,  1894. 

THE  following  examples  of  ankylosis  of  the  hip  in  a  faulty 
position  were  treated  by  operation  ;  the  first  by  Adams's 
operation  of  division  of  the  neck  of  the  femur,  the  second  by 
Sayre's  operation  of  division  between  the  trochanters.  Photo- 
graphs taken  before  and  after  the  operation  in  each  case  are 
appended,  and  the  patients  were  exhibited  to  the  Society. 
The  notes  of  the  cases  were  contributed  by  Mr.  G.  Mower 
White,  late  Surgical  Registrar  to  University  College  Hospital. 

Case  1. — L.  M.,  aet.  14,  an  orphan,  gives  the  following 
history  : — When  six  years  old  she  fell  and  hurt  her  right  hip. 
She  was  not  able  to  walk  after  the  accident.  She  was  treated 
at  a  hospital,  where  a  long  splint  was  put  on  the  outer  side 
of  the  limb.  After  leaving  the  hospital  she  went  to  Margate. 
She  used  crutches  for  four  or  five  years  after  the  accident, 
and  then  had  a  thick-soled  boot.  There  is  no  family  history 
of  consumption. 

On  admission  to  University  College  Hospital,  June  1, 
1891,  the  following  note  was  made  of  her  condition  : — The 
right  thigh  is  flexed  so  as  to  make  with  the  trunk  an  angle 
of  95°.  No  movement  whatever  can  be  obtained  at  the  joint, 
each  motion  of  the  thigh  being  accompanied  by  a  corre- 
sponding movement  of  the  pelvis.  The  limb  is  also  a  little 
abducted  and  rotated  out.  There  is  apparent  shortening  of 
1  inch,  while  careful  measurement  made  the  real  shorten- 
ing to  amount  to  Ij  inches.  There  is  some  thickening  and 
irregularity  about  the  great  trochanter,  which  projects  fully 
an  inch  above  Nelaton's  line.  The  natural  hollow  behind  the 
trochanter  is  filled  up.  The  whole  of  the  limb  and  the 
buttock  are  wasted ;  the  length  of  the  tibiae  is  the  same  on 
the  two  sides.  The  patient  walks  very  lamely,  only  the  fore- 
part of  the  right  foot  touches  the  ground.  There  is  an 
extreme  degree  of  lordosis  in  the  lumbar  spine. 

On  the  tenth  day  after  admission  Mr.  Heath  divided  the 
femur  close  to  its  attachment  to  the  pelvis.  A  skin  incision, 
about  three  quarters  of  an  inch  long,  was  made  a  little  below 
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and  to  the  outer  side  of  the  anterior  superior  iliac  spine  on 
the  right  side,  and  was  deepened  by  means  of  a  steel  director 
until  the  bone  was  reached.  The  bone  was  partially  sawn 
through  with  an  Adams's  saw,  and  the  section  finished  with  a 
MacEwen's   osteotome,  leaving   only  a  little  to   be  broken 

Fig.  19. 


Case  1. — State  on  admission  to 
hospital. 


State  on  leaving 
hospital. 


through.  There  was  much  less  neck  to  the  bone  than  had 
been  anticipated.  The  wound  was  closed  without  drainage, 
and  dressed  with  dry  salicylate  wool.  The  limb  could  now 
be  brought  much  straighter,  and  as  soon  as  the  patient  got 
back  to  bed  a  Liston's  long  splint  was  applied. 
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On  the  ninth  day  after  operation  the  wound  had  healed. 
On  the  same  day  the  Liston's  splint  was  removed,  and  weight 
extension  substituted. 

On  the  twenty-second  day  the  left  thigh  was  flexed  to  a 
right  angle,  and  fixed  in  this  position  so  as  to  bring  the  back 
flat  on  to  the  bed.  Weight  extension  was  continued  on  the 
right  side. 

On  the  thirty-seventh  day  the  limb  had  now  come  much 
straighter.  A  Liston's  long  splint  was  therefore  substituted 
for  the  weight  extension. 

On  the  seventy-second  day  the  Liston's  long  splint  was 
removed,  and  a  single  Thomas's  hip  splint  fitted  on.  The 
lordosis  is  much  less  marked.  The  patient  was  allowed  out 
of  bed. 

On  the  one  hundred  and  ninth  day  after  operation  the 
following  note  was  made  : — The  right  thigh  is  flexed,  so  as  to 
make  with  the  trunk  an  angle  of  150°.  No  movement  can 
be  obtained  at  the  joint.  The  limb  is  a  little  abducted  and 
rotated  out.  The  real  shortening  amounts  to  one  inch,  while 
there  is  apparent  lengthening  equal  to  rather  more  than  an 
inch.  She  walks  well,  bringing  the  whole  foot  flat  on  to  the 
ground.     She  can  sit  upon  an  ordinary  chair  comfortably. 

On  the  one  hundred  and  thirteenth  day  patient  was  dis- 
charged ;  she  was  to  continue  to  wear  her  splint  at  night. 

Case  2. — E.  E.,  aet.  19  years,  was  admitted  to  University 
College  Hospital  on  October  17,  1892.  The  history  of  the 
case  was  as  follows  : — When  eight  years  old  she  fell  down- 
stairs and  bruised  her  left  hip.  After  the  fall  she  limped, 
and  walked  upon  the  toes  of  the  left  foot.  There  was  occa- 
sional pain  in  the  left  hip  and  left  knee  joints.  In  two  or 
three  years'  time  the  left  lower  limb  ''  got  so  short "  that  the 
patient  had  to  use  a  crutch.  About  three  years  after  the 
onset  of  the  trouble  an  abscess  formed  in  the  hip  and  burst, 
and  finally  healed  up.  A  little  later  another  opening  formed, 
and  had  continued  to  discharge  ever  since. 

On  admission,  with  the  exception  of  the  state  of  the  left 
lower  limb  the  patient  was  healthy,  and  fairly  well  developed. 
The  left  lower  limb  was  much  wasted,  and  was  less  than  half 
the  size  of  the  right  one.  The  left  limb  could  not  be  placed 
flat  upon  the  bed  even  when  the  back  was  much  arched.  In 
order  to  bring  the  back  on  to  the  mattress  the  left  thigh  had 
to  be  flexed  until  it  formed  a  right  angle  with  the  trunk. 
Besides   the   flexion  at  the  hip-joint  the  limb  was  slightly 
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adducted,  but  showed  no  abnormal  rotation.  Measurement 
from  the  anterior  superior  iliac  spine  to  the  lower  end  of  the 
external  femoral  condyle  showed  a  length  of  llf  inches  on 
the  left  side,  and  of  15  inches  on  the  right;  and  further 
measurement  from  the  last-mentioned  point  to  the  tip  of  the 

Fig.  20. 


Case  2. — State  on  admission  to 
hospital. 


State  on  leaving 
hospital. 


external  malleolus  IH  inches  on  the  left  side,  and  13 5  inches 
on  the  right.  The  top  of  the  great  trochanter  on  the  left 
side  projected  2  inches  above  Nelaton's  line.  The  left 
femur  was  firmly  ankylosed  in  its  abnormal  position,  any 


158     Mr.  Christopher  Heath's  Two  Cases  of  Ankylosis. 

movement  of  the  thigh  communicating  a  corresponding 
movement  to  the  pelvis  without  any  indication  of  yielding 
between  the  two.  On  the  outer  aspect  of  the  limb  over  the 
upper  part  of  the  shaft  of  the  femur  there  were  two  sinuses 
lying  at  the  bottom  of  a  large  depressed  scar.  The  skin 
around  the  sinuses  was  undermined,  and  the  tissues  on  this 
aspect  of  the  limb  were  considerably  thickened  and  indurated. 
No  collection  of  pus  could  be  detected  about  the  joint.  The 
left  iliac  fossa  was  normally  hollow.  There  was  no  enlarge- 
ment of  either  liver  or  spleen.  The  urine  was  normal, 
sp.  gr.  1030,  and  contained  no  albumen. 

On  November  9, 1892,  with  the  patient  under  the  influence 
of  ether,  Mr.  Heath  first  scraped  out  the  two  sinuses  with  a 
sharp  spoon,  and  then  made  an  incision,  2 — 2^  inches  long, 
through  half  an  inch  of  indurated  tissue  on  to  the  outer  surface 
of  the  femur.  The  periosteum  was  raised  from  the  bone  both  in 
front  and  behind.  In  the  latter  situation  the  small  trochanter 
could  be  readily  felt.  An  Adams's  saw  was  applied  to  the 
femur  just  above  the  level  of  the  small  trochanter,  and  about 
half  the  thickness  of  the  shaft  sawn  through.  While  this 
was  being  carried  out  free  bleeding  occurred  from  the  wound, 
and  as  much  as  12  to  15  oz.  of  blood  was  lost.  The  remainder 
of  the  bone  was  broken  through  by  forcibly  extending  the 
thigh,  and  the  limb  could  now  be  brought  flat  on  to  the 
table.  A  long  strip  of  sal-alembroth  gauze  was  packed  into 
the  wound,  and  a  large  sal-alembroth  wool  dressing  applied 
over  it  and  firmly  bandaged  on.  No  splint  was  applied,  but 
when  back  in  bed  a  sand-bag  was  placed  on  each  side  of  the 
knee,  and  the  limb  was  wrapped  in  cotton  wool.  The  opera- 
tion caused  considerable  shock. 

On  November  11  the  wound  was  dressed  and  the  plug  of 
gauze  removed ;  no  bleeding  occurred.  A  sal-alembroth 
dressing  was  re-applied. 

On  November  12  the  temperature  reached  100*8° — the 
highest  recorded  at  this  period  of  the  treatment. 

On  November  28  it  was  again  100*8°,  and  on  the  30th 
101 '8°,  while  on  December  5  and  December  7  it  reached 
101°.     After  this  last  date  it  was  normal. 

The  patient  remained  in  the  hospital  until  January  30, 
1893,  by  which  time  the  wound  had  quite  healed  and  the 
limb  had  become  fixed  in  a  straight  position. 

The  improvement  due  to  the  operation  is  well  shown  by 
the  photographs. 

The  patient  was  able  to  walk  well  with  the  use  of  a  thick- 
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soled  boot  and  a  stick,  and  has  lately  been  supplied  with  a 
special  apparatus  made  by  the  O'Connor  Patent  Extension 
Company,  which  enables  her  to  wear  an  ordinary  boot 
satisfactorily. 

These  cases  are  good  examples  of  rectangular  ankylosis 
occurring  in  young  females.  The  first  case,  in  which  no 
sinuses  existed,  and  in  which  the  head  of  the  femur  was  not 
dislocated,  appeared  to  be  well  suited  for  Adams's  operation 
of  division  of  the  neck  of  the  femur,  although  the  neck  was 
found  less  developed  than  was  anticipated.  The  strong 
contraction  of  the  psoas  and  iliacus  due  to  long-standing 
malposition  rendered  the  after-treatment  somewhat  prolonged, 
and  it  was  only  by  steady  weight-traction  that  the  shortened 
condition  of  the  muscles  was  overcome.  In  the  second  case, 
in  which  dislocation  had  taken  place,  and  the  head  was  fixed 
on  the  dorsum  ilii  with  open  sinuses  leading  down  to  the 
bone,  Sayre's  operation  of  sawing  through  the  bone  between 
the  trochanters  gave  excellent  results,  and  the  limb,  though 
short,  is  most  useful.  Should  the  question  of  matrimony 
arise  in  the  case  of  these  patients,  I  should  have  no  hesitation 
in  permitting  it,  since  my  experience  in  several  cases  of  old 
hip  disease  has  been  that  pregnancy  has  followed  in  the 
ordinary  course. 
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XXIX. — A  case  of  Aneurysm  hi  Anastomosis.     By  Gr.  R. 
TuKNER.     Bead  March  30,  189-i. 

MILDRED  B.,  get.  16,  admitted  into  St.  George's  Hospital 
April  13,  1892,  with  an  aueui*ysra  by  anastomosis.  Her 
mother  stated  it  was  congenital,  and  that  of  late  it  had  been 
growing  rapidly  dowmwards  on  to  the  cheek.  Xo  head  sym- 
ptoms of  any  kind  had  ever  been  felt.     Catamenia  regular. 

Occupying  the  right  temporal  region  in  front  of  the  ear, 
and  extending  to  the  right  ej'elid  and  right  side  of  the  fore- 
head, was  a  pulsating  ntevoid-looking  mass,  with  distinct 
thrill  and  bruit.  The  latter  could  be  traced  downwards  into 
the  external  carotid  artery.  Pulsation  in  the  tumour  could  be 
arrested  by  pressure  on  the  temporal  artery  as  it  passed  over 
the  zygoma.  The  skin  over  the  greater  part  of  the  swelling 
was  thin  and  of  a  bluish  colour,  not  adherent,  however,  to  the 
subjacent  enlarged  pulsating  vessels.  Mr.  Frost  kindly  exa- 
mined her  eyes  with  the  ophthalmoscope,  but  beyond  slight 
venous  pulsation  in  the  right  disc  there  was  nothing  abnormal. 
Although  the  mass  largely  occupied  the  upper  eyelid,  there 
did  not  appear  to  be  any  enlargement  of  the  supra-orbital  or 
other  arteries  emerging  from  the  orbit.  The  patient  sweated 
freely  on  the  scalp  on  any  slight  emotion  or  exertion. 

On  April  27  she  was  given  ether.  As  far  as  could  be 
made  out  there  was  no  communication  with  the  orbit.  Under 
the  ansesthetic  the  mass  largely  increased  in  size,  and,  al- 
though there  was  no  intra-cranial  communication,  appeared 
to  have  superficially  grooved  the  bones.  An  incision  over  the 
normal  course  of  the  temporal  artery  exposed  several  dilated 
thin-coated  vessels.  These  were  ligatured  with  catgut,  and 
divided  between  the  ligatures.  This  operation  stopped  the 
thrill  and  materially  diminished  both  the  pulsation  and  bruit  ; 
indeed,  for  a  day  or  two  after  the  operation  no  pulsation  could 
be  felt.  There  was  also  some  diminution  in  the  size  of  the 
swelling.  The  improvement,  however,  did  not  remain  marked, 
and  on  June  30,  as  there  seemed  to  be  some  fresh  increase  in 
size,  various  vessels  at  the  circumference  of  the  tumour  were 
lio-atured,  one  at  the  outer  canthus  and  two  in  the  frontal 
reo-ion.  This  was  again  followed  by  improvement ;  pulsation 
became  less,  and  the  swelling  smaller. 
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On  the  21st  of  April  she  was  shown  at  a  meeting  of  this 
Society. 

On  July  2G  she  returned  to  her  home. 

When  last  seen  in  Aug-nst,  1893,  a  year  after  leaving  the 
hospital,  the  swelling  over  the  forehead  was  more  prominent, 
and  the  thrill  and  bruit  were  much  more  marked.  There  was 
an  extension  of  the  vascular  growth  forwards  on  to  the  cheek 
below  the  lower  eyelid,  with  some  discoloration  of  tlie  integu- 

i"ia.  21. 


ment,  imparting  a  noevoid-looking  appearance :  there  was 
little  if  any  pulsation  in  this  portion  of  the  swelling.  Bruit 
and  thrill  could  be  traced  down  the  vessels  of  the  neck  as  far 
as  the  clavicle.  The  heart-sounds  were  normal  and  the  girl's 
general  health  excellent.  She  refused  to  submit  to  any 
further  treatment. 

This    case,  according    to    Gosselin's  classificationj   comes 

under  the  head  of  aneurysm  by  anastomosis, — that  is  to  say, 

the  capillaries,  and  to  a  certain  extent  the  skin,  were  involved. 

This  distinction  from  what  Gosselin  calls  arterial  varix  and 
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cirsoid  arterial  tumour  is  of  importance  clinically,  especially 
as  regards  treatment,  for  removal  by  excision,  thoiig-h  successful 
in  arterial  varix  and  cirsoid  arterial  tumour,  could  not,  I 
submit,  have  been  undertaken  in  this  case.  Had  I  obtained  the 
parents'  permission  I  should  have  ligatured  the  external 
carotid  artery,  and  at  the  same  time  have  again  made  persist- 
ent pressure  on  the  tumour.  This  latter  method  of  treat- 
ment, at  one  time,  in  this  case  seemed  to  promise  success,  and 
I  think  it  possible  that,  accompanied  by  ligature  of  the  ex- 
ternal carotid,  the  growth  of  the  tumour  might  have  been 
checked,  even  if  no  permanent  cure  had  resulted.  In  pre- 
viously recorded  cases  of  ligature  we  should,  I  think, 
remember  that  it  was  practised  in  pre-antiseptic  days,  when 
wounds  did  not  heal  so  readily  as  they  do  now,  nor  were  the 
materials  used  for  ligature  such  as  to  allow  union  by  first 
intention.  Cases  of  secondary  haemorrhage  on  separation 
of  a  ligature,  such  as  Maisonneuve's,  must  of  necessity  be 
extremely  rare  now,  and  surgeons  of  to-day  would  not  be 
debarred  from  ligaturing'  the  external  carotid  or  even  the 
common  carotid  artery,  if  the  latter  measure  seemed  to  be 
indicated,  by  statistics  of  a  past  age.  To  me,  at  any  rate, 
ligature  would  seem  preferable  either  to  coagulating  injec- 
tions, to  incision  and  the  promotion  of  suppuration,  or  even 
to  electrolysis. 

The  arteries  of  the  scalp — and  especially  those  of  the 
tempoi'al  region — are  peculiarly  affected  by  this  disease — I 
suppose  because  they  are  superficial,  and  lack  the  support 
accorded  to  those  more  deeply  situated.  There  seems,  too, 
to  be  a  curious  tendency  for  the  disease  to  be  unilateral, 
even  when  the  middle  line  is  approached.  I  saw  once,  in  the 
country,  a  man,  the  whole  half  of  whose  scalp  was  occupied 
from  the  frontal  to  the  occipital  region  by  a  huge  mass  of 
dilated  vessels.  There  was  well-marked  pulsation,  bruit, 
and  thrill ;  the  vessels  of  the  opposite  side  of  the  scalp  were 
natural. 

I  have  brought  this  case  before  the  Society,  not  only  on 
account  of  its  comparative  rarity,  but  in  the  hope  of  hearing 
the  experience  of  others,  and  suggestions  for  treatment  in 
the  not  improbable  event  of  continued  growth  of  the  tumour. 

I  am  indebted  to  Mr.  Dent  for  the  photograph  of  the  case 
(see  Fig.  21). 
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XXX. — Resection  of  part  of  the  left  loiver  lateral 
tvaJl  and  base  of  the  BUuhler  for  Recurrent  Epit/ie- 
liotna.  By  E.  Hurry  Fenwick.  Bead  Marcli  30, 
1894. 

AD.,  «t.  46,  was  sent  to  me  in  April,  1891,  by  Dr.  Morgan, 
•  of  Pontypridd,  on  account  of  an  obstinate  haematuria. 
His  history  was  as  follows  : — Up  to  three  months  befoi-e 
coming  under  my  care  he  had  enjoyed  excellent  health.  At 
that  time  he  was  engaged  in  a  coal-pit,  and  one  day  as  he 
was  pushing  along  a  drum  of  coals  he  exerted  his  strength 
to  the  utmost.  He  did  not  feel  anything  snap  at  the  time, 
nor  did  he  experience  any  sudden  desire  to  ui-inate.  On  his 
return  home  some  hours  afterwards  he  passed  dark,  coffee- 
coloured  urine;  but  there  was  neither  pain  nor  frequency  of 
micturition.  The  haematuria  continued,  the  urine  being 
darker  in  the  morning  and  whilst  he  was  at  work,  but 
the  haemorrhage  diminished  directly  he  rested. 

A  month  after  the  onset  he  passed  round  clots  the  size  of 
the  top  of  the  finger.  He  continued  working  as  usual  because 
he  suffered  no  inconvenience.  The  haematuria  continued  more 
or  less  for  six  weeks,  and  then  gradually  subsided.  My 
notes  describe  him  as  being  a  well-built  man,  who  had  not 
lost  flesh.  Neither  cachexia  nor  anorexia  was  present. 
He  passed  water  in  a  full,  forcible  stream.  His  frequency  of 
urination  was  three  or  four  times  in  the  day,  and  three  times 
at  night.  There  was  no  pain  on  passing  water  except  a  slight 
scalding  at  the  end  of  the  penis  after  the  act.  The  urine 
was  healthy  except  for  a  microscopical  amount  of  pus  and 
blood. 

Electric  cystoscopy.  May  9,  1891. — "  The  mucous  mem- 
brane of  the  bladder  was  of  a  reddish-brown  colour,  the 
fasciculi  were  not  prominent,  there  was  no  cystitis.  To  the  left 
of  the  left  ureteral  orifice  was  a  hazel-nut  sized,  white,  phos- 
phatic-encrusted  epithelioma.  It  was  distinctly  sessile, — in 
fact,  it  was  slightly  buried  like  a  retracted  nipple  in  the  sur- 
rounding swollen  mucous  membrane.  Villous  processes  were 
absent.  With  a  microscopical  telescope  its  surface  was  seen 
to  be  granular,  and  here  and  there  necrotic.    The  growth  was 
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sins^le  and  primai'y.  I  removed  it  through  a  perinseal  incision, 
leaving  a  thin,  hard  base.  There  was  nothing  to  record  about 
the  operation  except  that  the  prostate  was  found  to  be  tough 
and  small,  and  the  growth  itself  was  noted  as  being  extremely 
tough  and  hard."  Mr.  Targett  kindly  examined  the  growth,  and 
wrote  about  it  as  follows: — ''This  is  a  malignant  epithelial 
growth,  as  judged  from  the  character  of  the  cells,  the  invasion 
of  the  vesical  wall,  and  the  mode  of  growth.  Such  growths 
differ  from  squamous-celled  epitheliomata  to  some  extent,  but 
they  are  not  glandular  spheroidal-celled  carcinomata." 

The  patient  returned  to  work ;  but  a  year  afterwards 
(October  3,  1892)  he  wrote  to  me  that  the  old  symptoms  were 
returning,  and  that  he  had  begun  to  pass  blood  at  the  end  of 
micturition,  but  that  he  could  hold  his  w-ater  from  five  to 
seven  hours,  and  had  only  a  very  slight  pain  in  the  region 
of  the  bladder.  He  returned  to  town  in  November,  1892, 
and  cystoscopy  revealed  a  slough}-,  warty,  phosphatic- 
encrusted  epithelioma  the  size  of  a  two-shilling  piece — an 
enlarged  but  an  exact  reproduction  of  the  previous  tumour. 
It  was  situated  on  the  left  side,  in  the  position  of  the  former 
growth.  I  performed  supra-pubic  cystotomy,  cut  the  tumour 
freely  away,  and  burnt  the  base  with  a  Pacquelin  cautery. 
The  mucous  membrane  was  still  free  from  deep  attachments, 
for  the  growth  could  be  moved  on  the  submucous  tissue 
beneath.  He  healed  rapidly  and  returned  to  work.  Seven 
months  after,  June,  1893,  he  again  noticed  a  little  blood  after 
micturition,  and  Dr.  Kenneth  Mackenzie,  of  Caerphilly,  under 
whose  care  the  patient  had  now  come,  referred  him  to  me.  I 
offered  to  resect  the  left  lateral  wall  of  the  bladder,  and  he 
came  to  town  to  have  the  operation  performed.  I  did  not  exa- 
mine with  the  cystoscope  this  time,  for  I  knew  that  recurrence 
had  taken  place,  for  the  appearance  of  a  little  blood  at  the 
end  of  clear  micturition,  occurring  some  time  after  an  ablation 
of  growth,  nearly  always  points  to  recurrence  of  the  same. 

On  opening  the  bladder  supra- pubically  the  growth  was 
found  to  have  recurred  in  the  scar  of  the  previous  operations. 
It  was  now  a  smooth,  sessile,  lobulated  epithelioma,  1^  inches 
by  1  inch.  The  base  was  indurated,  and  the  infiltration  had 
involved  the  muscular  and  submucous  layers,  for  they  were 
glued  to  the  tumour.  In  order  to  gain  free  access  to  the  left 
lateral  wall  of  the  bladder  I  drew  my  knife  horizontally 
through  the  left  lower  abdominal  muscles,  the  incision  com- 
mencing at  the  supra-pubic  opening,  and  ending  at  a  point 
vertically    above    the    inner   third     of    Poupart's     ligament. 


the  Lateral  Wall  and  Base  of  the  Bladder.  165 

Strippintr  off  tlie  peritoneum  from  the  front  wall  of  the  left 
pelvis,  I  kept  it  packed  upward  with  sponges.  I  then  resected 
the  growth  by  cutting  away  with  scissors,  it  and  the  entire 
thickness  of  that  part  of  the  bladder  which  was  subjacent  to 
it.  The  bladder  incision  commenced  at  the  snpra-pubic 
median  opening,  and  passed  directly  to  the  left  until  the  upper 
margin  of  the  growth  was  reached.  It  then  proceeded  round 
the  tumour.  The  left  side  of  the  trigone  was  almost  involved, 
but  the  ureteral  orifice  was  not  encroached  upon.  The 
hasmorrhage  was  not  severe,  and  was  easily  controlled  by  a 
couple  of  dozen  Spencer  Wells'  forceps.  The  edges  of  the 
bladder  wound  were  now  drawn  together  by  catgut  sutures 
which  traversed  only  the  muscular  layers,  a  small  supra-pubic 
opening  being  left  for  drainage.  The  open  pelvic  pre-perito- 
neal  cavity  to  the  left  of  the  bladder  Avas  carefully  washed 
out,  dried,  and  a  drainage-tube  was  inserted  to  guard  against 
leakage.  The  muscular  planes  of  the  abdominal  wall  were  then 
brought  together  with  bui-ied  sutures.  The  piece  I  removed 
seemed  equal  to  the  breadth  of  my  three  fingers,  for  these  in 
just  covering  the  growth  guarded  and  guided  the  extent  of 
the  incision,  and  the  gap  in  the  bladder,  which  its  withdrawal 
occasioned,  looked  equally  large. 

Two  days  after,  the  patient  passed  5  oz.  of  urine  ^3er 
urethram,  and  this  unusual  vesical  action  continued  for  two  or 
three  days,  the  supra-pubic  opening  draining  simultaneously. 
On  the  fourth  to  the  fifth  day  the  bladder  ceased  acting,  and 
the  drainage  continued  through  the  wound.  The  wound  healed 
by  first  intention.  The  bladder  drain-opening  healed  quickly, 
and  he  returned  to  work.  I  am  afraid  he  has  a  tendency  to 
hernia,  or  a  recurrence,  for  I  have  just  heard  from  Dr. 
Kenneth  Mackenzie  to  the  following  effect  : 

"  Caerphilly ; 

January  26,  1894. 
''  My  dear  Sir, 

"  I  called  upon  Hubert  Davies  to-day,  and  found 
him  remarkably  well — much  better  than  when  I  saw  him  last. 
He  weighs  170  lbs.,  i.e.  4  lbs.  heavier  than  he  has  ever 
weighed. 

"  He  has  no  difiiculty  in  micturating,  and  can  keep  his 
water  from  four  to  seven  hours  with  little  inconvenience. 

"  There  is  an  ill-defined  swelling  or  tumour  in  the  hypo- 
gastric region,  a  little  to  the  left  of  the  middle  line,  much 
more  noticeable   after  he  has   been  walking  about  for  some 
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time  and  in  the  evening.  At  this  time,  too,  he  experiences  a 
sense  o£  weight  and  dragging  there.  This  feeling  I  have  been 
able  to  overcome  to  a  certain  extent  by  advising  him  to  wear 
a  belt  over  a  thick  pad." 

It  seldom  happens  that  a  growth  is  encountered  sufficiently 
far  from  the  base  and  from  the  ureteral  orifices  to  warrant 
resection  of  the  entire  thickness  of  the  bladder ;  but  when 
an  epitheliomatous  growth  is  met  with  on  the  antero-lateral 
walls  away  from  the  base,  I  am  sure  that  the  wisest  plan  is 
to  resect  the  entire  thickness  of  the  subjacent  wall ;  I  would, 
however,  only  advise  this  proceeding  under  the  following  con- 
ditions : 

1.  When  the  epithelium  is  primary  and  single,  and  of  a 
slow  growth  and  dense. 

2.  Before  cystitis  has  appeared. 

8.  When  the  patient  has  "  vis "  to  bear  so  serious  an 
operation. 

It  might  be  reasonably  asked  w^hy  I  had  not  resected  the 
bladder  wall  along  with  the  growth  in  the  first  instance,  for 
the  cysfcoscopic  diagnosis  was  correct.  I  may  say  that  in  1891 
I  was  more  reluctant  to  meddle  Avith  vesical  carciuoma  than 
I  am  now ;  and,  moreover,  I  had  not  sufficient  knowledge 
of  the  full  capabilities  of  an  aseptic  supra-pubic  cystotomy. 
To-day,  with  an  experienceof  sixty-two  supra-pubicoperations, 
I  would  not  hesitate  in  a  similar  case  to  resect  at  once. 

It  has  lately  been  advised  that  the  symphysis  pubis  should 
be  separated,  and  Albarran*  has  shown  a  case  in  which  this 
was  done  in  order  to  remove  a  vesical  growth.  The  division 
of  the  left  rectus  gave  ample  room  for  resection  in  my  case, 
and  though  syrophysio- cystotomy  may  be  of  use  in  cases 
where  tumours  are  deeply  placed  upon  the  anterior  wall,  its 
employment  can  only  be  very  seldom  needed ;  moreover, 
although  sound  healing  is  reported  in  women,  it  must  be 
remembered  the  subjects  upon  whom  this  operation  is  per- 
formed are  usually  young  and  healthy,  but  that  growths  of 
the  bladder  occur  in  older  patients,  and  in  those  in  whom  any 
extra  shock  is  dangerous.  The  healing  power,  moreover,  of 
patients  Avho  are  suffering  from  carcinoma  of  the  bladder, 
even  in  the  early  stages,  seems  to  me  to  be  often  indifferent. 
*  Albarran,  Svien.  Medical,  Jau.  18,  1893. 
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XXXI. — A  method  of  treating  Simple  Ohllque  Fractures 
of  the  Tibia  and  Fibula  more  efficient  than  those 
in  common  use.  By  W.  Arbuthnot  Lane,  M.S. 
Bead  April  13,  1894. 

MY  experience  of  the  usual  methods  of  treating  simple 
oblique  fractures  of  the  tibia  and  fibula  in  certain  classes 
of  labouring  men,  by  manipulation  of  the  fragments  and  the 
subsequent  retention  of  the  limb  in  some  form  of  splint,  is 
that  the  results  so  obtained  are  but  too  frequently  unsatis- 
factory in  the  extreme.  This  conclusion  has  not  been  arrived 
at  from  the  examination  of  a  small  number  of  cases,  but  I 
have  collected  and  observed  many  at  varying  intervals  of 
time  after  the  injury,  and  have  inquired  fully  into  their  con- 
dition, and  particularly  into  their  capacity  for  performing  hard 
work,  such  as  falls  to  the  lot  of  most  labourers. 

I  do  not  allude  to  the  presence  of  any  considerable 
shortening  or  deformity,  for  with  moderate  skill  and  care 
such  conditions  can  be  generall}'  avoided,  though  in  some 
cases  deformity  and  shortening  are  noticeable  features.  In 
this  paper  I  will  confine  myself  solely  to  the  consideration  of 
the  physical  capacity  of  the  man  to  perform  his  accustomed 
heavy  work  after  he  has  sustained  an  oblique  fracture  of  both 
bones  of  the  leg,  or  in  other  words  of  his  relative  financial 
value  as  a  machine,  both  before  and  after  the  accident,  and  I 
have  no  hesitation  whatever  in  asserting  that,  under  the 
methods  of  treatinent  at  present  adopted,  not  only  is  the  man 
totally  incapacitated  from  earning  a  living  for  an  unneces- 
sarily long  period,  but  in  a  considerable  proportion  of  cases 
he  is  unable  subsequently  to  perform  such  heavy  Avork  as  he 
was  able  to  do  before  the  injury,  so  that  he  is  obliged  to 
follow  some  less  remunerative  puisuit,  if  indeed  he  has  not  to 
depend  solely  on  charity.  In  fact,  his  machinery  is  financially 
depreciated  by  the  accident,  occasionally  to  the  extent  of  at 
least  70  to  80  per  cent,  of  its  original  value. 

If  what  I  state  is  true,  the  form  of  treatment  of  such 
fractures  which  is  universally  adopted  in  our  hospitals  is 
simply  disastrous,  and  can  only  be  perpetuated  because  we 
are  unaware  of  the  financial  loss  or  even  ruin  which  our  very 
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imperfect  surgical  methods  entail  on  our  unfortunate  patients. 
Though  the  shortening  and  deformity  are  usually  trifling,  the 
somewhat  complicated  displacement  of  the  ends  of  the  frag- 
ments on  one  another  is  sufficient  to  completely  alter,  and  often 
irretrievably  damage,  the  machinery  of  the  lower  extremity. 
The  deviation  of  the  axes  of  the  lower  fragments  of  the  tibia 
and  fibula  from  the  directions  they  originally  occupied  when 
in  continuity  with  the  upper  portions  of  the  respective  bones 
causes  pressure  to  be  transmitted  through  the  joints  of  the 
ankle  and  foot,  of  the  knee,  and  to  some  extent  even  of  the 
hip,  in  such  an  abnormal  manner  that  the  individual 
experiences  not  only  a  feeling  of  insecurity  in  these  joints, 
which  is  especially  marked  in  the  foot  and  ankle,  but  he  also 
suffers  fi'om  progressively  increasing  pain  and  discomfort. 

This  means  that  the  anatomy  of  the  several  joints  which 
are  called  upon  to  perform  a  function  other  than  that  they 
were  accustomed  to  carry  out  must  alter  in  consequerce  of, 
and  in  proportion  to,  the  degree  in  which  the  directions  of  the 
lines  of  pressure  which  is  transmitted  through  the  joints  are 
changed. 

Under  these  altered  circumstances  the  joints  are  unable 
to  carry  out  their  physiological  functions  with  the  same 
accuracy  and  perfection  that  they  did  previous  to  the  accident, 
and  this  inability  is  a  progressive  one,  and  is  accompanied  by 
pain  and  discomfort  which  increases  rapidly,  and  is  most 
marked  in  those  who  sustain  such  fractures  when  past 
middle  age. 

There  are  many  other  troubles  which  the  patient  experi- 
ences because  of  his  inability  to  use  the  muscles  and  joints  of 
his  leg  with  the  same  accuracy,  ease,  and  freedom  as  before, 
such  as  oedema,  eczema,  ulceration,  &c. 

Even  if  there  is  only  a  small  proportion  of  truth  in  what  1 
assert — and  in  my  opinion  my  experience  justifies  me  in  making 
the  assertion — it  is  obvious  folly  to  continue  our  present 
methods  of  treatment,  especially  as  more  effectual  means  are 
ready  to  hand. 

Why  should  we  hesitate  for  one  moment  to  bring  common- 
sense  mechanical  principles  to  bear  in  the  case  of  simple  frac- 
tures of  the  tibia  and  fibula,  when  most  surgeons  of  the 
present  day  would  not  dream  of  doing  otherwise  in  the  case 
of  fracture  of  the  patella  with  separation  of  fragments  ?  May 
I  ask  this  question  :  are  we  able  by  operative  measures  to 
treat  oblique  fractnr-es  of  the  tibia  and  fibula  so  that  there 
shall  be  no  alteration  from  the  normal  in  the  lines  of  pressure 
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througli  the  several  joints  ?  in  other  words,  can  we  restore  the 
bones  to  their  original  form  ?  This  can  certainly  be  done, 
and  at  a  minimum  risk  to  the  patient,  by  freely  exposing  the 
fragments  at  the  seat  of  fracture,  by  bringing  the  surfaces 
into  accurate  apposition,  and  retaining  them  permanently  in 
that  position. 

Such  operative  measures  offer  to  the  patient  the  following- 
advantages  : 

(a)  They  at  once  relieve  him  from  the  pain  of  any  movement 
of  the  fragments  upon  one  another. 

(6)  They  free  him  from  the  tension  and  discomfort  due  to 
the  extensive  extravasation  of  blood  between  and  into  the 
tissues. 

(c)  They  shorten  the  duration  of  the  period  during  which 
he  is  incapacitated  from  work,  since  union  is  practically  by 
first  intention,  and  consequently  very  rapid  and  perfect. 

{d)  Lastly,  and  by  far  the  most  important,  they  leave  his 
skeletal  mechanics  in  the  condition  in  which  they  were  before 
he  sustained  the  injury. 

The  two  questions  which  now  arise  are — 

"  Is  much  difficulty  experienced  in  bringing  the  surfaces 
into  accurate  apposition  ?"  and  "  What  is  the  best  method  of 
retaining  them  in  that  apposition  ?" 

In  answer  to  the  first  question,  it  is  often  very  difficult, 
even  when  the  tibial  fracture  is  freely  exposed,  to  bring  the 
surfaces  into  apposition  by  means  of  manipulation  of  the  limb 
and  of  the  broken  ends,  but  in  every  case  in  which  I  have  used 
screw  pressure  I  have  succeeded  in  doing  so.  At  the  same 
time  it  is  obvious  that  even  though  by  tliese  means  the  surgeon 
may  fail  in  obtaining  perfectly  accurate  apposition,  he  will 
get  union  with  very  much  less  displacement  than  with  the 
ordinary  methods,  and  consequently  a  correspondingly  better 
result. 

Now  as  regards  the  best  means  of  fixation  of  the  frag- 
ments :  in  my  earlier  cases  I  used  silver  wire,  but  soon  gave 
it  up,  as  it  was  open  to  two  great  objections.  Frstly,  as  it  is 
necessary  to  fasten  its  ends,  it  could  only  be  passed  in  certain 
directions  with  safety,  and  to  secure  it  satisfactorily  one  was 
at  times  obliged  to  incise  the  parts  very  freely.  Secondly,  one 
frequently  found  that  no  amount  of  traction  upon  the  ends  of 
the  wnres  would  retain  the  surfaces  in  accurate  apposition 
after  the  grip  of  the  lion  forceps  was  relaxed. 

Therefore  I  decided  to  treat  the  bones  as  one  would  the 
broken  leg  of  a  table  or  chair.     The  surfaces  were  brought  into 
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accurate  apposition,  and  kept  in  their  normal  relationship  by 
lion  forceps.  Holes  were  drilled  above  and  below  the  forceps, 
and  screws  were  driven  in.  The  screws  could  be  passed  in 
any  direction,  and  they  retained  the  surfaces  in  an  apposition 
more  accurate  and  more  forcible  than  I  fancy  can  be  attained 
by  any  other  mechanical  arrangement. 

As  far  as  I  know,  they  cause  no  subsequent  trouble  ;  should 
they  do  so  they  can  be  removed  through  an  incision  equal  to 
the  diameter  of  the  head  of  the  screw. 

Although  I  have  limited  myself  to  the  consideration  of  the 
difficulties  experienced  in  establishing  exact  continuity  of  the 
fragments  in  oblique  fractures  of  the  tibia  and  fibula,  yet  occa- 
sionally in  a  transverse  fracture  of  the  tibia  it  may  be  absolutely 
necessary  to  expose  the  broken  ends  before  they  can  be 
brought  into  accurate  apposition.  This  is  illustrated  by  Case  2. 
As  instances  of  this  mode  of  treatment  I  am  bringing  three 
cases  before  the  Society,  as  they  were  all  done  during  the 
same  take-in  week,  and  represent  the  more  simple  and 
effectual  means  of  approximation  of  the  surfaces  by  screw 
pressure. 

If  the  conclusions  at  which  I  have  arrived  are  correct,  it 
is  obvious  that  any  surgeon  who  resorts  to  the  treatment  of 
oblique  fractures  of  both  tibia  and  fibula,  iu  labourers,  by  mani- 
pulation and  splinting,  without  having  previously  explained  to 
the  patient  the  consequent  disadvantages  under  which  he  will 
very  possibly  labour,  and  urged  on  him  the  importance  of 
operative  interference,  is  acting  unjustly  to  his  patient. 

In  the  case  of  compound  fractures  of  these  bones  it  is 
equally  advisable  to  procure  perfect  union,  but  for  obvious 
reasons  the  surgeon  is  unable  to  offer  the  patient  the  same 
certainty  of  a  successful  result  as  he  can  when  operating  on  a 
recent  fracture. 

Case  1. — D.  M.,  tet.  34,  admitted  under  my  care  December 
17,  1893.  He  fell  with  his  leg  twisted  under  him.  The  tibia 
was  found  to  be  fractured  obliquely  about  two  inches  above 
the  malleolus,  and  the  fibula  was  broken  about  its  centre. 
The  lower  fragment  was  displaced  behind  and  outside  the 
upper.  Small  fragments  were  felt.  No  amount  of  manipula- 
tion or  traction  served  to  bring  the  fragments  into  anything 
like  accurate  apposition.  His  permission  for  an  operation 
not  being  obtained,  a  splint  with  a  foot-piece  everted  at  an 
angle  equal  to  its  fellow  was  applied. 

On  January  8,   1894,  as  no  callus  could  be  felt,  and  as 
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there  was  definite  deformity,  operative  measures  were  urged 
on  bim,  and  he  cousented. 

The  fracture  in  the  tibia  was  exposed  by  an  incision 
4^  inches  long,  when  its  direction  was  seen  to  be  very 
oblique,  running  downwards,  outwards,  and  backwards. 
Several  small  fragments  of  bone  and  muscle  intervened 
between  the  ends  of  the  bone. 

Another  effort  to  reduce  the  fragments  by  manipulation 
and  traction  was  made,  and  the  result  was  observed  through 
the  incision,  when  it  was  quite  obvious  that  it  could  not  have 
been  effectual  in  this  case  in  producing  anything  like  appo- 
sition. The  fragments  of  bone  and  the  muscle  which  inter- 
vened were  removed,  and  after  much  difficulty  the  broken 
surfaces  were  brought  into  accurate  apposition  by  means  of 
lion  forceps,  and  two  screws  were  inserted.  The  temperature 
on  one  occasion  after  the  operation  rose  to  99*2°. 

Case  2. — W.  G.,  set.  43,  was  admitted  into  Guy's  Hospital 
under  my  care  on  January  15,  1894,  with  Avhat  appeared  to 
be  a  transverse  fracture  of  the  tibia  at  the  junction  of  the 
middle  and  lower  thirds  of  the  bone.  The  lower  fragment 
was  displaced  outwards  upon  the  upper,  and  the  fibula  was 
intact.  It  was  found  impossible  to  bring  the  fractured 
surfaces  into  apposition  by  manipulation  and  extension. 
Therefore  by  means  of  a  long  vertical  incision  the  fracture 
was  freely  exposed.  By  means  of  a  periosteal  elevator, 
associated  with  traction  on  the  foot,  the  fractured  surfaces, 
which  were  on  the  whole  transverse  in  direction  but  presented 
very  jagged  aspects,  were  brought  into  perfect  apposition, 
and  were  so  retained  by  a  couple  of  steel  screws.  The 
temperature  rose  to  100"2°  on  the  day  after  the  operation,  but 
after  that  it  never  exceeded  99°. 

Case  3. — W.  W.,  jet.  35,  was  admitted  under  my  care 
January  15,  1894.  He  was  carrying  coals  and  fell,  his  leg 
being  twisted  under  him.  Both  bones  were  broken,  the 
tibia  in  the  upper  part  of  its  lower  third,  the  lower  fragment 
being  displaced  outwards,  the  upper  terminating  below  in  a 
very  sharp  point,  which  corresponded  to  the  centre  of  the 
inner  surface  of  the  tibia.  No  traction  or  manipulation 
served  to  replace  the  fragments  in  continuity.  The  tibial 
fragments  were  exposed  on  January  18,  when  the  fracture 
was  found  to  be  a  typical  spiral,  the  V-shaped  extremity  of 
the  upper  fragment  lying  below,  anterior,  and  internal  to  the 
sharp  angle  of  the  lower  fragment,  from  whose  apex  a  fissure 
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extended  downwards  and  backwards.  About  an  hour  was 
spent  working  with  elevators  and  lion  forceps  in  attempting 
to  bring  the  surfaces  of  the  tibia  into  apposition,  and  finally, 
when  we  were  quite  despairing  of  success,  it  Avas  effected  by 
a  sudden  movement.  The  temperature  in  this  case  reached 
100°  or  99"8°  on  the  three  days  preceding  tlie  operation,  and 
for  three  days  afterwards  it  hovered  about  the  same. 

In  none  of  these  cases  was  there  ever  any  sign  of  pus. 

I  am  very  much  indebted  to  Mr.  F.  J.  Steward,  who 
obtained  for  me  the  details  of  forty  cases  of  fracture  of  both 
bones  of  the  leg  taken  indiscriminately  from  those  treated  in 
Guy's  Hospital,  and  from  various  infirmaries.  He  started  his 
investigations  in  an  attitude  antagonistic  to  the  conclusions 
at  which  I  had  arrived,  and  this  fact  therefore  renders  his 
observations  all  the  more  reliable  and  valuable.  From  a 
consideration  of  the  cases  he  collected  he  obtained  the  follow- 
ing deductions,  which  fully  l)ear  out  the  statements  I  have 
made  in  the  early  part  of  this  paper. 

Deductions  feom  Cases. 

In  40  cases  of  fractures  of  the  tibia  and  fibula  below  the 
middle  of  the  leg  in  men  following  various  occupations,  19, 
or  48  per  cent.,  suffered  financially,  owing  either  to  inability 
to  follow  their  former  occupation  or  to  earn  as  much  as  was 
earned  at  their  original  occupation;  15,  or  38  per  cent.,  suffered 
pain  at  the  seat  of  injury  ;  and  6,  or  15  per  cent.,  had  pain  in 
the  ankle,  and  4  of  them  had  pain  in  the  knee-joint;  12,  or 
30  per  cent.,  suffered  from  insecurit}"  in  the  limb,  in  nearly 
every  case  this  insecurity  being  referred  to  the  ankle-joint. 
In  several  of  these  cases  the  pain  and  insecurity  in  the  ankle- 
joint  was  not  noticed  till  a  period  varying  from  one  to  ten 
years  had  elapsed  after  the  injury  was  received,  showing  that 
slow  changes  took  place  in  the  ankle-joint  in  consequence  of 
the  alteration  in  the  mechanical  arrangements  of  the  limb 
produced  by  the  fracture. 

In  2o  cases  of  similar  fractures  in  men  following  occupa- 
tions which  necessitated  heavy  work  and  lifting  of  weights, 
13,  or  56  per  cent.,  suffered  financially  owing  to  inability  to 
do  such  heavy  work;  12,  or  52  per  cent.,  had  pain  either  at 
the  seat  of  fracture  or  in  the  ankle-  or  knee-joint  or  in  both  ; 
and  9,  or  39  per  cent.,  suffered  from  more  or  less  insecurity 
in  the  whole  limb,  this  last  being  in  all  cases  tlie  cause  of  the 
inability  to  follow  their  former  laborious  occupations. 
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XXXII. — A  case  of  Splenic  Abscess  :  secondary  abscesses 
in  the  Jitter:  death  from  pysemia.  By  David  W. 
FiNLAY,  M.D.     Bead  April  13,  1894. 

MARY  S.,  ast.  20,  a  domestic  servant,  was  admitted  into 
the  Aberdeen  Royal  Infirmary  under  my  care  on 
October  7,  1893,  with  the  followino-  history  : — Her  father  and 
mother  were  alive  and  in  good  health ;  five  brothers  and 
sisters  were  also  alive  and  well ;  one  sister  had  died  of 
"  dropsy  "  at  the  age  of  ten. 

As  to  personal  history,  she  had  had  measles  and  whooping- 
cough  in  childhood,  and  had  always  been  subject  to  cough. 
She  was  delivered  of  a  child  in  April  last.  On  the  occasion 
of  her  confinement  she  remained  in  bed  only  three  days, 
after  which  she  i-eturued  to  her  work,  and  had  not  thoroughly 
regained  her  strength  since.  Three  months  before  admission 
she  suffered  from  what  was  stated  to  be  an  attack  of  pleurisy 
on  the  left  side,  with  which  she  was  laid  up  for  about  a  week. 
There  was  no  history  of  dyspeptic  troubles. 

Her  present  illness  began  on  September  28  (about  ten  days 
before  admission)  with  shivering  and  sickness  accompanied 
by  pain  in  the  left  side.  Notwithstanding,  she  reranined  at 
her  work  till  October  2,  and  then  took  to  bed  for  a  couple  of 
days.  Shivering"  and  sickness  recurred,  and  continued  more 
or  less  till  admission. 

On  admission  she  was  described  as  a  fairly  well-nourished, 
dark-haired  girl,  with  flushed  face,  complaining  of  pain  in  the 
left  side,  diflSculty  of  breathing,  and  a  short,  dry  cough. 
The  pulse  numbered  112  per  minute;  temperature  99"5°  F.  ; 
resp.  40.  Movement  of  the  left  side  of  the  chest  was  defi- 
cient There  was  pain  of  a  stabbing  character,  intensified  on 
deep  breathing,  in  the  lower  axillary  region,  together  with 
considerable  tenderness.  Resonance  on  percussion  was  im- 
paired from  the  fifth  rib  downwards  in  the  anterior  axillary 
region  and  at  the  extreme  posterior  base.  Breath-sounds 
were  feeble,  and  slight  friction  was  heard  on  deep  inspira- 
tion, voice  sound  over  the  dull  area  being  somewhat  nasal 
in  character.  Expectoration  was  scanty,  and  consisted  of 
frothy  mucus. 

The  pulse  was  of   fair  volume  and   regular ;    precordial 
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dulness  began  above  at  the  third  costal  cartilage,  and  the 
maximum  impulse  of  the  heart  was  found  in  the  third  inter- 
space, and  under  the  foui-th  rib,  about  an  inch  and  a  half 
within  the  vertical  nipple  line.  The  sounds  were  loud,  and 
perhaps  slightly  roughened,  but  otherwise  normal. 

The  tongue  was  clean  but  red ;  the  abdomen  marked  by 
lineae  atrophica,  tender  on  pressure  below  the  costal  margin 
on  the  left  side.  Liver  dulness  extended  from  the  fifth  rib  to 
the  costal  margin  in  the  right  nipple  line,  and  the  area  of 
splenic  dulness  was  not  apparently  increased. 

The  urine  was  cloudy,  acid,  of  specific  gravity  of  1030, 
free  from  albumen  and  sugar. 

Two  days  after  admission  (October  9)  it  was  noted  that 
the  pain  in  the  side  had  been  very  severe,  and  the  temperature 
had  on  one  occasion  reached  103*6°  F.,  and  on  another  105°  F. 
On  the  following  day  at  1  p.m.  it  was  105' 2°,  and  at  7  p.m. 
104°.  Along  with  these  high  temperatures  there  were  also 
profuse  sweatings,  together  with  rapid  pulse  (128)  and  rapid 
respiration  (40) .  The  area  of  impaired  resonance  on  the  left 
side  had  somewhat  increased,  and  the  breath-sounds  were  of 
bronchial  quality  as  high  as  the  inferior  angle  of  the  scapula, 
but  no  friction  was  heard. 

Next  day  (October  11)  she  was  comparatively  comfortable, 
the  temperature  being  down  to  100°,  the  pulse  98,  of  fair 
volume  and  regular,  and  the  respirations  24,  pain  and  cough 
also  being  much  less. 

On  October  12  she  was  seized  with  a  rigor,  during  which 
she  was  somewhat  cyanosed  and  collapsed,  and  on  rallying 
she  perspired  very  profusely. 

There  was  now  marked  dulness  below  the  left  nipple, 
extending  round  into  the  axilla  and  to  the  posterior  base  of 
the  lung.  In  front  the  dulness  and  lung  resonance  were 
sharply  demarcated  from  each  other;  but  posteriorly,  above 
the  dull  area  which  extended  for  about  four  inches  from  the 
extreme  base,  there  was  an  area  of  merely  impaired  resonance, 
which  was  found  gradually  diminishing  almost  up  to  the 
inner  end  of  the  spine  of  the  scapula.  The  breath-sounds 
were  absent  over  the  dull  area,  and  diminished  over  that  of 
the  impaired  resonance,  where  also  the  voice- sound  was 
aegophonic  in  character. 

The  history,  pain,  cough,  and  the  physical  signs  generally 
fitted  very  well  with  a  diagnosis  of  pleural  effusion,  limited, 
perhaps,  in  front  by  adhesions  ;  and  the  rigors,  sweating,  and 
septic  type  of  temperature  suggesting  that  this  was  probably 
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purulent,  I  explored  the  cliest  on  October  13,  introducing  the 
needle  of  a  hypodermic  syringe  in  the  eighth  interspace  below 
the  inferior  angle  of  the  left  scapula  to  the  depth  of  about  an 
inch  and  a  half,  but  withdrew  only  a  few  drops  of  blood. 

During  the  following  week  there  was  a  good  deal  of 
fluctuation  in  her  condition.  She  felt  sometimes  better  and 
sometimes  worse,  temperature,  pulse,  and  respiration  all 
showing  considerable  variation.  There  was  also  a  good  deal 
of  cough,  with  abundant  frothy  and  muco-purulent  expec- 
toration. The  impairment  of  resonance  below  the  angle  of 
the  left  scapula  became  also  more  marked,  and  about  the 
upper  limit  of  dulness  a  few  friction-sounds  were  heard,  the 
breath-sounds  being  faint  over  the  dull  area. 

Feeling  still  convinced  of  the  presence  of  pus  at  the  base 
of  the  left  pleura,  I  decided  to  make  a  further  exploration 
under  chloroform.  This  was  carried  out  on  October  20,  the 
needle  being  introduced  in  two  places  about  the  anterior 
axillary  line,  where  the  percussion  note  was  markedly  dull ; 
but,  as  on  the  former  occasion,  only  two  or  three  drops  of  blood 
appeared  in  the  syringe.  Five  days  later  there  was  found  an 
area  outside  the  left  nipple  extending  from  third  to  fifth  rib 
in  anterior  axillary  line,  where  coarse  grating  friction  was 
heard;  otherwise  the  physical  signs  remained  practically 
unchanged.  At  the  same  time  she  was  more  troubled  with 
cough  and  difficulty  of  breathing,  the  respirations  numbering 
40  ;  and  numerous  sonoro-sibilant  sounds  were  audible  over 
the  whole  chest,  except  in  the  dull  area,  where  they  were 
scanty  and  faintly  heard.  She  was  now  rapidly  losing  flesh 
and  becoming  ansemic. 

Unable  still  to  get  rid  of  the  impression  that  the  presence 
of  pus  would  account  better  than  anything  else  for  the  sym- 
ptoms and  physical  signs  presented  by  the  case,  I  had  the 
patient  again  anaesthetised,  and  the  dull  area  explored  by  my 
colleague,  Professor  Ogston,  who  was  good  enough  to  give  me 
his  help  in  the  matter.  A  longer  and  larger  instrument  was 
used  than  had  been  employed  by  me  on  the  two  former  occa- 
sions, and  was  passed  in  in  two  directions  by  the  same  external 
puncture  from  the  seventh  interspace  in  the  anterior  axillary 
line,  but  still  only  a  small  quantity  of  blood  was  drawn  off 
by  the  aspirator.  Several  ounces  of  blood  were  coughed  up 
as  she  came  out  of  the  anesthetic  condition,  and  for  several 
days  after  the  sputa  were  stained  with  blood.  She  was  no 
worse  for  the  exploration, — indeed,  so  far  as  sweating,  pyrexia, 
and   pain  in  the  chest    were  concerned  she  seemed  rather 


DESCRIPTION  OF   PLATE  II, 
To  illustrate  Dr.  Finlay's  Case  of  Splenic  Abscess. 

A.  Spleen  divided   longitudinally  and  laid  open,  showing  abscess 
cavities  at  its  lower  end. 

B.  Portion  of  diaphragm. 

C.  Portion  of  stomach. 

D.  Portion  of  left  lung. 
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better ;  but  she  was  attacked  by  some  abdominal  pain  accom- 
panied by  diarrhoea,  and  on  the  whole  it  was  obvious  that  she 
was  losing  ground. 

About  a  fortnight  after  the  last  exploration  she  complained 
of  headache,  she  appeared  to  be  weaker,  and  her  appetite  was 
failing.  The  pulse  was  soft  and  compressible,  inclining  to 
dicrotism;  sonoro-sibilant  sounds  had  disappeared  from  the 
chest,  but  coarse  crepitations  were  heard  close  to  the  spine 
on  the  left  side  all  the  way  down  to  near  the  base.  The 
abdomen  had  become  distended  and  tympanitic.  She  was 
now  restless  and  delirious,  complaining  in  her  lucid  intervals 
of  pain  in  the  head  extending  down  the  neck,  with  a  weak, 
thready,  and  rapid  pulse  (128)  and  rapid  respiration  (32), 
and  she  gradually  sank  and  died  on  November  21. 

The  state  of  matters  found  at  the  post-mortem  examina- 
tion was  as  follows : 

The  spleen  was  firmly  bound  to  the  diaphragm  and  sur- 
rounding parts  by  old  fibrous  adhesions.  In  contact  with  its 
lower  end  and  encapsuled  by  adhesions  there  was  a  collection 
of  thick  greenish  coloured  pus  about  the  size  of  a  small 
orange,  the  upper  limit  of  which  corresponded  with  the  sixth 
rib.  On  section,  the  lower  third  of  the  organ  was  seen  to  be 
the  seat  of  several  abscesses  (see  Plate  II)  communicating 
with  the  purulent  collection  just  described.  The  pus  in  these 
presented  a  curdy  appearance ;  the  upper  two  thirds  of  the 
spleen  were  healthy. 

The  peritoneal  cavity  contained  eleven  ounces  of  clear 
serous  fluid. 

The  stomach  appeared  healthy  except  for  a  few  congested 
patches  upon  its  mucous  membrane. 

The  liver  was  large,  and  its  right  lobe  was  beset  by 
numerous  abscesses  of  recent  formation,  varying  in  size  from 
that  of  a  pea  to  a  large  walnut. 

The  uterus  and  other  pelvic  organs  were  healthy. 

The  heart  weighed  9  ounces,  and  was  also  healthy,  except 
that  its  muscular  substance  was  somewhat  wasted,  in  keeping 
with  the  general  emaciation. 

The  left  pleura  contained  a  couple  of  ounces  of  blood- 
stained serum,  and  the  left  lung  was  firmly  adherent  to  the 
surface  of  the  diaphragm  ;  its  substance  was  cedematous. 

The  right  pleural  cavity  and  lung  were  normal,  except 
that  the  latter  was  somewhat  congested  and  cedematous. 

The  kidneys  were  normal. 

The  hrain  was  not  examined. 
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On  account  of  a  suggestion  that  the  abscesses  in  the 
spleen  might  have  had  a  tubercular  origin,  some  of  the  pus 
was  examined  for  tubercle  bacilli,  but  none  were  found. 

Remarlcs. — The  case  at  its  commencement  so  strongly  sug- 
gested pleural  effusion  that  I  w^as  surprised  not  to  obtain 
positive  demonstration  by  the  exploring  syringe,  and  the  only 
alternatives  which  occurred  to  me  were  malignant  disease  of 
the  lung  and  subphrenic  abscess. 

But  the  age  of  the  patient  and  the  considerable  fluctuations 
of  temperature  were  against  the  former,  and  the  latter  was 
deliberately  put  aside,  because  such  cases  rather  resemble 
cases  of  pneumothorax,  resulting  from  adhesions  and  the  per- 
foration of  a  gastric  ulcer.  Hence  there  is  a  history  of  dys- 
peptic derangement,  and  often  of  hsematemesis,  with  tym- 
panitic resonance  over  the  lower  part  of  the  left  chest. 

The  most  difficult  point  in  connection  with  the  physical 
signs  to  reconcile  with  a  diagnosis  of  pleural  eif  usion  was  the 
upward  displacement  of  the  heart's  maximum  impulse.  Sub- 
phrenic abscess  would  have  accounted  for  this,  but,  as  already 
stated,  such  a  diagnosis  did  not  seem  to  me  to  be  warranted 
by  the  history  and  symptoms  ;  and  the  negative  result  of  the 
frequent  exploratory  punctures  left  me  without  a  definite  dia- 
gnosis. All  that  seemed  fairly  deducible  from  the  rigors, 
sweating,  and  pyeemic  type  of  temperature  was  that  suppu- 
ration was  going  on  somewhere  ;  but  in  view  of  the  fact  that 
several  attempts  had  been  made  to  find  the  pus,  and  had 
failed,  I  did  not  feel  justified  in  recommending  any  more 
severe  operation  for  the  same  purpose. 

The  order  of  events,  so  far  as  they  can  be  traced,  seems 
to  have  been,  first,  the  abscess  in  the  spleen,  however 
arising,  making  its  way  to  the  surface  and  setting  up  adhe- 
sions before  rupture  ;  then,  on  rupture  taking  place  into  the 
adhesions,  the  formation  of  the  considerable  abscess  outside 
the  organ ;  and  lastly,  the  absorption  of  septic  matter  from  this 
causing  the  occurrence  of  the  multiple  abscesses  in  the  liver. 
The  severe  headache  and  delirium  which  marked  the  last  few 
days  of  life  also  suggest  the  possibility  of  cerebral  abscesses 
or  meningitis,  but  in  absence  of  the  ultimate  test  this  can 
be  only  matter  for  speculation. 

As  to  the  cause  of  the  abscess  in  the  present  case,  this  is 
altogether  obscure.  We  may  probably  exclude  embolism,  as 
the  heart  was  reported  to  be  sound ;  and  there  was  no  inflam- 
matory condition  of  neighbouring  parts  (such  as  might  follow 
the  perforation  of  a  gastric  ulcer)   from  which  an  extension 
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could  have  taken  place.  Possibly  an  injury^  such  as  from  a 
fall  or  blow  on  the  side  (the  patient  was  a  farm  servant,  and 
probably  exposed  to  rather  rough  surroundings),  may  have 
started  the  inflammatory  process,  although  there  was  nothing 
in  the  history  given  to  suggest  this.  Alternatively,  and 
this  is  perhaps  the  most  probable  view  to  take,  the  former 
pregnancy  may  have  had  some  causal  influence ;  but  here, 
again,  the  connection  cannot  be  made  out,  the  uterus  and  its 
appendages  being  found  healthy.  It  may  be  added  that 
there  had  been  nothing  in  the  history  or  symptoms  suggesting 
that  the  abscess  could  be  traceable  to  any  intestinal  lesion. 

In  one  of  the  larger  Systems  of  Practical  Medicine,^  pub- 
lished a  few  years  ago,  it  is  stated  "  that  simple  idiopathic 
splenitis  is  very  rare,  and  although  formerly  its  symptoms 
were  described  with  great  detail,  most  recent  writers  are  con- 
tent to  acknowledge  an  almost  complete  ignorance  of  them. 
Indeed,  splenic  abscess  is  often  detected  after  death  when  it 
had  not  even  been  suspected  during  life.'^  And  Fagge  states 
that  "  diseases  of  the  spleen  are  remarkable  in  being  all 
secondary  to  or  forming  parts  of  other  morbid  processes. 
It  is  very  rarely  the  seat  of  acute  suppuration.  Rare 
instances,  however,  occur  of  fatal  illness,  which  is  found  at 
the  autopsy  to  have  been  due  to  the  formation  in  the  spleen 
of  a  single  abscess  for  which  no  cause  can  be  discovered,  and 
which  may  reach  a  very  considerable  size."t 

Another  writer  states  that  the  "  diagnosis  presents  very 
often  great  difficulties,  and  is  frequently  quite  impossible." 

The  case  just  narrated  furnishes  another  illustration  of 
the  correctness  of  these  statements. 

*  Pepper's  System  of  Fractical  Medicine,  1886. 
t  Second  edition,  vol.  ii,  p.  743. 
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XXXIII.—  Cases  of  Mi/ocarditis.     By  T.  J.  Maclagan, 
M.D.     Read  Aiwil  13,  1894. 

CASE    1. — A  gentleman  get.  40  had  an  ordinary  attack  of 
acute  rheumatism,  with  inflamed  and  swollen  joints,  acid 
sweats,  and  a  temperatui'e  varying  from  101°  to  102'4°.     He 
was  treated  by  alkalies  and  salicylate  of  soda.     Though  his 
pains  were  less  and  the  tempei^ature  fell  a  little,  he  did  not 
make  satisfactory  progress.     On  the  seventh  day  of  his  illness 
(that  on  which  I  first  saw  him)  the  temperature  was  101°; 
the  pulse  was   108,   feeble  and  compressible;  the  skin   was 
moist,  the  perspiration  acid;  the  tongue  moist  and  furred; 
there  was  pain  and  swelling  in  both  ankles,  right  knee,  and 
both  wrists.     Patient  was  depressed,  and  sunk  in  bed ;  the 
hands  were  tremulous  ;  he  wandered  at  night,  and  occasionally 
during  the  day ;  the  bowels  were  moved  by  medicine.     The 
area  of  cardiac  dulness  was  noi-mal ;  there  was  no  bruit,  but 
the  sounds  Avere  indistinct  and  muflfled,  and  the  cardiac  im- 
pulse was  diffuse  and  the  apex-beat  could  not  be  felt.     The 
diagnosis  was  myocarditis,  inflammation  of  the  muscular  sub- 
stance of  the   heart.       He  was  ordered  to   have  every    two 
hours  4  oz.  of  milk  or  strong  beef-tea  with  half  an  ounce  of 
brandy ;  all  movement  was  forbidden ;  as  medicine,  fifteen 
grains  of  salicin  was  given  every  two  hours,  a  quarter  of  an 
hour  before  food.      He  gradually  improved,  the  muttering 
delirium  ceased,  the  tongue  cleaned;  he  was  less  sunk  in  bed, 
and  got  some  hours  of  quiet  sleep,  and  the  joint  pains  disap- 
peared.    On  the  nineteenth  day  there  was  heard  for  the  first 
time  a  distinct  pericardial  to-and-fro  rub,  audible  only  at  the 
base  of  the  heart.     This  persisted  for  two  days  and  then  dis- 
appeared.    Cardiac  dulness  remained  normal,  and  there  was 
no  evidence  of  fluid  effusion  into  the  sac  of  the  pericardium. 
The   patient  picked  up   slowly,  but  ultimately  got   well.     A 
year  after  his  illness  I  examined  the  heart,  and  found  nothing 
amiss  in  it. 

Case  2. — A  man  set.  27,  of  irregular  habits,  had  a  smart 
attack  of  acute  rheumatism;  knees,  ankles,  and  wrists  were 
all  inflamed,  acid  sweats  were  marked,  and  the  temperature 
was  as  high  as  103'8°.     He  was  in  very  great  paiu.     Treated 
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by  salicylate  of  soda  the  joint  pains  diminished,  but  the 
general  condition  did  not  improve.  On  the  sixth  day  of  his 
illness  he  was  sunk  in  bed  and  very  weak  ;  there  was  almost 
constant  muttering  delirium ;  he  answered  when  spoken  to, 
but  took  no  notice  of  what  went  on  around  him ;  the  tongue 
was  dry  in  the  centre ;  the  pulse  116,  very  small  and  feeble ; 
temperature  102*6°;  the  wrist  and  knee  joints  were  slightly 
swollen,  and  movement  evidently  gave  pain,  though  no  remark 
was  made ;  the  skin  was  moist  with  an  acid  odour ;  the  area  of 
cardiac  dulness  was  normal ;  the  apex-beat  was  not  perceptible, 
the  first  sound  was  indistinct  and  unsatisfactory,  no  bruit  was 
heard.  The  patient  was  evidently  very  gravely  ill ;  the  dia- 
gnosis was  inflammation  of  the  muscular  substance  of  the 
heart.  He  took  half  an  ounce  of  brandy  and  four  ounces  of 
strong  beef-tea  every  two  hours,  and  15  grains  of  salicin.  On 
the  following  day  he  was  worse,  there  was  great  depression, 
muttering  delirium  was  constant;  the  hands  were  tremulous, 
the  tongue  dry ;  the  temperature  was  102*3°,  the  pulse  was 
very  feeble,  and  the  cardiac  systole  faint  and  indistinct.  He 
was  sunk  in  bed.  Champagne  was  given  in  addition  to  the 
brandy,  and  an  ether  and  ammonia  mixture.  He  gradually 
sank,  and  died  on  the  tenth  day  of  his  illness. 

On  post-mortem  examination  the  sinuses  of  the  brain  were 
loaded  with  dark  blood,  though  to  no  unusual  extent;  there  was 
nothing  abnormal  in  the  brain  substance  or  its  membranes  ; 
the  abdominal  organs  were  healthy  ;  the  lungs  were  some- 
what congested  at  their  bases  (probably  post-mortem  load- 
ing) ;  there  was  no  fluid  effusion  into  the  pericardium,  but  a 
layer  of  recent  lymph  surrounded  the  origin  of  the  large 
vessels  within  the  sac  of  the  pericardium  ;  the  heart's  sub- 
stance was  dark  in  colour  and  loaded  with  blood  ;  it  was  soft, 
and  broke  down  on  pressure  between  the  finger  and  thumb  ; 
on  microscopic  examination  the  muscular  fibres  were  found 
to  have  lost  their  striated  appearance,  and  were  granular  in 
aspect.     The  valves  were  healthy. 

Case  3. — A  man  set.  33,  who  had  had  several  attacks  of 
acute  or  subacute  rheumatism,  had  what  he  regarded  as  one 
of  his  ordinary  attacks,  which  he  tried  to  manage  for  himself 
with  his  usual  mixture  of  salicylate  of  soda,  without  going  to 
bed.  Getting  worse,  I  was  asked  to  see  him.  I  could  not  go, 
and  asked  Dr.  Robb  to  do  so.  He  reported  to  me  that  the 
man  had  subacute  rheumatism,  with  a  temperature  of  101°, 
and  that  he  had  symptoms  of  delirium  tremens  as  well,  though 
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he  did  not  think  lie  had  been  taking  much  stimulant.  I  knew 
that  he  was  a  man  of  steady  habits,  and  thought  it  likely  that 
the  tremor  and  delirium  were  symptomatic  of  myocarditis,  and 
arranged  to  see  him  the  following  day.  Dr,  Robb  found  him 
up  and  sent  him  to  bed,  but  he  did  not  go  at  once.  While 
undressing  to  get  into  bed  he  suddenly  died.  No  post-mortem 
examination  could  be  obtained. 

I  had  seen  the  man  some  months  before,  and  examined  the 
heart,  which  was  then  quite  healthy.  There  was,  therefore, 
no  old-standing  heart  trouble  to  account  for  the  death.  But 
there  were  dmnng  life  the  nervous  symptoms  which  accom- 
pany myocarditis,  and  there  can  be  little  doubt  that  this  was 
the  cause  of  death.  Indeed,  symptoms  resembling  those  of 
delirium  tremens  coming  on  in  the  course  of  acute  or  subacute 
rheumatism  in  a  man  of  steady  habits,  and  in  whom  there  is 
no  great  rise  of  temperature,  are  almost  certainly  due  to  myo- 
carditis. 

Inflammation  of  the  substance  of  the  heart  is  necessarily 
a  grave  and  serious  ailment.  Its  occurrence  independently 
of  endocarditis  or  pericarditis  is  recognised  in  the  post- 
mortem room  by  the  pathologists,  but  the  clinical  physician  is 
less  familiar  with  it,  though  the  cases  in  which  it  occurs  must 
pass  through  his  hands  before  reaching  those  of  the  pathologist. 
Indeed,  it  is  generally  said  that  it  cannot  be  diagnosed  during 
life.  That  is  an  exaggerated  expression  of  the  difficulties  of 
the  case.  In  heart  affections  we  are  so  apt  to  trust  to  physical 
examination  of  the  organ  for  our  diagnosis,  that  a  heart  ailment 
which  cannot  thus  be  diagnosed  is  apt  to  escape  detection.  It 
has  been  so  with  myocarditis.  There  are  no  physical  signs  by 
which  it  can  be  diagnosed.  The  heart-sounds  are  generally 
muffled  and  indistinct,  it  is  true,  but  that  is  not  enough  for  dia- 
gnosis. It  is  by  the  general  symptoms,  and  especially  by  those 
referable  to  the  nervous  system,  and  the  circumstances  in  which 
they  occur,  that  the  ailment  is  recognised.  Delirium  occurring 
in  the  course  of  acute  rheumatism  has  always  been  regarded  as 
an  anxious  symptom.  Todd  in  his  clinical  lectures  refers  to  it 
as  "  a  very  formidable  complication  of  rheumatic  fever."  It 
is  a  symptom  of  serious  importance  because  of  the  formid- 
able nature  of  the  complications  which  give  rise  to  it,  and  of 
whose  occurrence  it  is  an  indication.  It  occurs  chiefly  in 
association  with  hyperpyrexia,  and  in  association  with  and 
symptomatic  of  myocarditis. 

When  it  is  due  to  hyperpyrexia  the  thermometer  gives 
precision  to  the  diagnosis.     Delirium  occurring  in  a  case  of 
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acute  rheumatism  in  wMcli  the  temperature  does  not  rise 
beyond  105°  points  to  myocarditis.  These  are  the  two  con- 
ditions in  connection  with  which  delirium  chiefly  occurs  in 
acute  rheumatism ;  no  wonder  that  it  should  be  regarded  as  a 
formidable  symptom,  for  hyperpyrexia  and  myocarditis  are 
formidable  complications. 

Pericarditis  sometimes  has  delirium  for  a  symptom  ;  but, 
as  many  cases  present  no  such  symptom,  it  is  very  possible 
that  in  those  in  which  it  does  occur  the  delirium  may  be 
symptomatic  of  a  coincident  myocarditis. 

Pneumonia,  too,  occurring  as  a  complication  in  acute  rheu- 
matism may  give  rise  to  delirium,  but  here  the  physical 
examination  of  the  chest  reveals  the  cause.  Delirium  occur- 
ring in  a  case  of  acute  rheumatism,  in  which  the  temperature 
is  not  higher  than  105°,  and  in  which  physical  examination 
fails  to  detect  any  special  complication,  is  almost  certainly 
symptomatic  of  myocarditis. 

Scattered  through  the  literature  of  the  profession  during 
the  years  which  have  elapsed  since  Dr.  Wilson  Fox  drew 
prominent  attention  to  the  occurrence  of  hyperpyrexia  in 
acute  rheumatism  will  be  found  records  of  several  cases  de- 
scribed as  "  cases  of  hyperpyrexia  without  high  temperature." 
This  description  involves  a  contradiction  of  terms.  There 
may  possibly  be  room  for  some  difference  of  opinion  as  to  the 
exact  point  at  which  pyrexia  ceases  and  hyperpyrexia  begins, 
but  no  one  would  fix  it  at  anything  under  105°.  But  in  none 
of  these  cases  was  this  temperature  reached.  They  are  all 
cases  of  acute  or  subacute  rheumatism  complicated  with 
delirium  or  typhoid  symptoms,  and  it  is  probable  that  the 
nervous  symptoms  on  which  the  diagnosis  of  hyperpyrexia 
was  founded  were  really  due  to  inflammation  of  the  muscular 
substance  of  the  heart. 

By  various  writers  attention  has  been  called  to  the  occa- 
sional occurrence  of  sudden  death  in  acute  rheumatism.  Two 
such  cases  have  come  under  my  own  observation.  One  of 
them  is  Case  3  of  this  paper ;  in  it  myocarditis  was  believed 
to  exist  during  life.  The  other  is  recorded  in  my  book  on 
rheumatism ;  in  it  distinct  evidence  of  myocarditis  was  found 
after  death. 

The  post-mortem  appearances  presented  in  cases  of  myo- 
carditis, like  the  symptoms  during  life,  are  not  very  obvious, 
though  quite  distinct  when  carefully  looked  for.  They  con- 
sist chiefly  in  loss  of  consistence  in  the  ventricular  walls  (for 
the  disease  is  generally  limited  to  the  left  ventricle).     The 
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muscular  substance  is  darker  in  colour  than  natural,  it  has 
lost  its  naturally  firm  consistence,  and  may  be  so  soft  as  to 
break  down  on  being  pressed  between  the  finger  and  thumb. 
On  microscopic  examination  the  individual  fibres  are  seen  to 
have  lost  more  or  less  completely  their  normal  striated 
appearance,  and  to  present  a  granular  aspect  to  the  eye. 
The  inflammation  may  even  go  on  to  suppuration,  and 
abscesses  form  in  the  muscular  walls  of  the  heart  without  the 
production  of  any  sj-mptoms  referable  to  that  organ.  A 
typical  instance  is  the  well-known  case  recorded  by  Mr. 
Stanley  in  vol.vii  of  the  '  Medico- Chirurgical  Transactions,^  for 
1816.  The  patient  was  a  boy  in  whom  the  cardiac  symptoms 
were  so  latent,  and  the  head  symptoms  so  marked,  that  there 
was  no  suspicion  of  heart  trouble,  his  symptoms  being  believed 
to  be  due  to  inflammation  of  or  effusion  into  the  membranes  of 
the  brain.  After  death  nothing  abnormal  was  found  within 
the  cranium  or  abdomen.  The  lungs  were  healthy.  The  size 
of  the  heart  was  normal.  "  On  cutting  through  its  parietes 
the  fibres  were  exceedingly  dark-coloured,  almost  of  a  black 
appearance.  The  fibres  were  also  very  soft  and  loose  in  their 
texture,  being  easily  separable,  and  with  facility  compressed 
between  the  fingers.  Upon  looking  closely  to  the  cut  surface 
numerous  small  collections  of  dark-coloured  pus  were  visible 
in  distinct  situations  among  the  muscular  fasciculi." 

One  having  no  knowledge  of  the  subject  would  naturally 
think  that  inflammation  of  such  an  important  organ  as  the 
heart  would  give  rise  to  very  marked  symptoms,  and  be  readily 
diagnosed.  But  the  fact  is  quite  the  reverse.  The  sym- 
ptoms to  which  such  inflammation  gives  rise  are  latent  and 
obscure ;  there  may  be  no  symptom  directly  referable  to  the 
heart,  and  no  special  reason  for  attending  to  that  organ, 
except  the  fact  that  the  patient  is  suffering  from  acute 
rheumatism.  The  symptoms  of  myocarditis  are  essentially 
those  of  disturbance  of  the  sensorium;  and  it  is  on  the 
nervous  symptoms  and  the  general  condition  of  the  patient, 
rather  than  on  the  physical  examination  of  the  heart,  that  we 
have  to  depend  for  our  diagnosis.  Nervous  symptoms  occur- 
ring in  acute  or  subacute  rheumatism  without  the  high 
temperature  of  hyperpyrexia  point  to  inflammation  of  the 
muscular  substance  of  the  heart. 

When  myocarditis  occurs  along  with  endo-  or  peri-carditis 
it  is  generally  supposed  to  be  due  to  extension  of  inflammation 
from  the  membrane  to  the  underlying  muscular  structure. 
It  is  doubtful  if  this  ever  is  the  case.     In  endocarditis   it 
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certainly  never  is  ;  for  here  the  inflammation  is  limited  to  a 
portion  of  the  valvular  surface  of  the  endocardial  lining,  and 
never  affects  that  portion  of  the  membrane  which  is  in  contact 
with  the  muscular  walls.  In  pericarditis  it  is  possible ;  but 
as  myocarditis  occurs  independently,  and  as  pericarditis  more 
often  than  not  occurs  without  a  coincident  myocarditis,  it  is 
probable  that  each  occurs  independently  of  the  other,  even 
when  they  co-exist. 

That  the  voluntary  muscles  are  directly  affected  by  the 
rheumatic  poison  there  can  be  no  doubt;  it  is  to  the  dis- 
turbing action  of  the  rheumatic  poison  on  them  that  is  due 
the  excessive  formation  of  lactic  acid,  which  forms  an 
almost  essential  feature  of  acute  rheumatism.  The  muscles 
chiefly  affected  are  those  connected  with  the  large  joints,  but 
those  of  the  heart  may  also  suffer,  and  we  may  thus  have 
developed  a  myocarditis  due  to  the  direct  action  of  the 
rheumatic  poison  on  the  muscular  substance  of  the  heart. 

The  particular  structure  in  the  heart  which  most  often  (I 
had  almost  said  Avhich  always)  suffers  in  acute  rheumatism  is 
the  fibrous  structure  of  the  rings  and  valves. 

In  all  cases  of  endocarditis  the  mischief  begins  there — 
the  endocardial  lining  membrane  suffering  only  where  it  is 
reflected  over  the  valves,  and  only  at  that  point  at  which  it  is 
elevated  and  made  to  rub  by  the  swollen  condition  of  the 
underlying  inflamed  fibrous  textures. 

Pericarditis  generally  begins  at  the  base  of  the  heart, 
where  the  membrane  is  in  contact  with  the  fibrous  rings ;  it 
never  occurs  at  any  other  part  without  being  found  there, 
and  it  is  often  found  to  be  entirely  limited  to  that  part. 

It  is  very  probable  that  from  these  fibrous  rings  inflam- 
mation may  extend  to  the  muscles  which  are  attached  to 
them,  and  that  myocarditis  may  sometimes  be  due  to  inflam- 
mation so  spreading. 

The  treatment  of  myocarditis  consists  essentially  in  keep- 
ing the  heart  agoing  till  the  inflammation  is  over,  and  the 
weakened  muscular  fibres  regain  their  normal  condition. 
Absolute  quiet  and  rest  must  be  insisted  on.  Good  nou- 
rishment and  a  liberal  allowance  of  stimulants  are  import- 
ant. Opium  may  be  of  service  by  relieving  pain,  allaying 
restlessness,  and  storing  nerve-power.  At  the  same  time  the 
rheumatism  to  which  the  myocarditis  is  attributable  is  not  to 
be  lost  sight  of.  The  undoubted  tendency  of  the  salicylates 
to  disturb  the  nerve-centres  and  enfeeble  the  cardiac  action 
in  a  certain  number  of  cases  is  a  reason  why  they  should  not 
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be  given ;  but  salicin,  which  has  no  such  untoward  effect, 
should  be  given  in  sufficient  dose  to  counteract  the  rheumatic 
process — fifteen  to  twenty  grains  every  two  or  three  hours. 

When  the  acute  symptoms  are  subdued,  and  the  immediate 
danger  of  heart  failure  is  over,  a  distinctly  tonic  treatment  is 
called  for. 

The  points  to  which  I  would  call  attention  are — 

1.  That  myocarditis  occurs  in  acute  rheumatism  inde- 
pendently of  inflammation  of  the  membranes  of  the  heart. 

2.  That  there  are  no  physical  signs  by  which  its  occurrence 
can  be  diagnosed. 

3.  That  the  symptoms  by  which  it  is  to  be  recognised  are 
those  of  disturbance  of  the  nervous  system  occurring  in 
acute  or  subacute  rheumatism  without  the  high  temperature 
of  hyperpyrexia,  and  Avithout  other  apparent  cause. 
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XXXIV. — A  case  of  Strangulated  Femoral  Hernia  com- 
plicated 2aith  Volvulus^  until  special  reference  to 
the  continuation  of  obstruction  after  lierniotomij. 
By  Robert  William  Parke e.  Bead  April  13, 
1894. 

HANNAH  H.,  ^t.  44,  was  admitted  into  the  German  Hos- 
pital on  the  afternoon  of  the  8th  December,  1893. 

On  the  3rd,  after  an  effort  involved  in  an  excited  conver- 
sation, the  patient  felt  pain  in  the  abdomen  ;  it  was  sudden, 
and  so  severe  that  she  had  to  go  to  bed.  Whilst  undressing 
she  noticed  a  small  lump  in  the  right  groin,  which  had  not 
been  there  before.  She  had  never  suffered  from  a  hernia 
before. 

The  pain  increased,  and  in  the  evening  she  began  to  vomit. 
On  the  following  day,  as  the  bowels  did  not  act,  an  enema  was 
given,  which  produced  only  a  slight  effect.  Vomiting  con- 
tinued, and  finally  became  fgecal.  The  patient  lost  ground 
rapidly. 

Condition  on  admission. — The  woman  appears  very  ill; 
her  face  is  sunken,  and  wears  an  anxious  aspect.  The 
pulse  is  not  very  frequent,  and  fairly  strong.  The  abdomen 
is  distended,  and  on  the  right  side  there  is  some  dulness  as  if 
due  to  accumulated  faeces.  The  patient  complains  of  great 
pain  in  the  left  hypogastric  region,  both  spontaneously  and 
when  touched  there. 

In  the  right  inguinal  region  just  below  Poupart's  ligament 
there  is  a  small  hard  tumour,  about  as  large  as  a  walnut. 
The  tumour  is  almost  painless,  and  moveable  in  all  directions 
except  forwards  and  backwards ;  it  extends  towards  the 
femoral  ring,  and  then  gradually  loses  itself  in  the  abdomen. 

The  patient  is  retching  constantly,  but  she  does  not  vomit ; 
during'  the  past  few  days  she  has  vomited  a  great  quantity 
of  (latterly  feculent)  matter. 

The  bowels  have  not  acted  since  the  enema. 

In  my  absence  Dr.  zum  Busch,  one  of  the  resident  medical 
ofl&cers,  performed  the  following  operation  about  7  p.m.  on 
the  evening  of  admission. 

An  incision  was  made  parallel  to  Poupart's  ligament 
along  the  axis  of  the  tumour.      The  sac  was  situated  almost 
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directly  beneath  the  skin,  nothing  but  a  layer  of  fascia  being 
found.  The  sac  wall  was  thickened  and  infiltrated.  On 
being  opened  a  small  quantity  of  dark  red  stinking  sanguino- 
lent  fluid  escaped.  The  hernial  protrusion  was  of  the  size 
of  a  hazel-nut ;  the  intestine  was  infiltrated  and  grey-black 
in  colour.  The  constriction  at  the  neck  of  the  sac  was  very 
tight,  and  some  diflBculty  was  experienced  in  passing  even  a 
knife.  Several  small  incisions  in  the  sac  neck  were  made 
inwards  and  upwards. 

The  condition  of  the  intestine  precluded  its  being  replaced 
in  the  abdomen,  but  before  dealing  with  it  in  situ  it  was 
thought  expedient  to  examine  into  its  condition  a  little  above 
the  stricture.  While  attempting  to  draw  it  down  into  the 
opening  the  gangrenous  gut  gave  way  to  a  considerable  ex- 
tent ;  some  small  masses  of  mucus  escaped  from  one  end  of 
the  gut,  and  this  end  was  therefore  regarded  as  the  afferent 
extremity,  on  which  traction  was  chiefly  made  in  order  to  get 
a  piece  of  healthy  bowel  into  the  wound  for  the  artificial 
anus  ;  this  was  attached  to  the  edges  of  the  incision  in  the 
usual  way.  When  the  operation  was  completed  no  faeces  had 
passed.  A  finger  was  passed  into  the  gut,  but  detected  no 
constriction  as  far  up  as  could  be  reached. 

December  9. — The  patient  has  passed  a  fairly  good  night, 
and  expressed  herself  as  feeling  better.  This  morning  the 
dressing  was  changed ;  it  was  soaked  with  mucus  and  blood- 
stained serum.  No  fseces  had  passed,  nor  flatus.  An  attempt 
to  pass  a  soft  tube  was  made,  but  without  success.  The 
finger  passed  easily  without  detecting  any  mechanical  obstruc- 
tion. 

I  saw  the  patient  about  2.30  p.m.  ;  the  dressing  was  again 
changed  ;  it  was  soaked  with  fgeces,  but  no  faeces  was  passing 
from  the  intestine.  The  knuckle  of  gut  forming  the  arti- 
ficial anus  was  very  oedematous  and  unhealthy-looking.  The 
peristaltic  movements  of  the  intestines  could  be  seen  through 
the  walls  of  the  abdomen,  which  was  now  considerably  dis- 
tended. The  woman  at  this  time  looked  very  ill,  and  com- 
plained of  pain  across  the  back. 

Patient  was  again  anaesthetised,  and  another  effort  was 
made  to  pass  a  tube,  but  without  success.  The  femoral  ring 
was  opened  still  more  freely ;  no  faeces  appeared.  Then  it 
was  decided  to  open  the  abdomen  in  the  middle  line.  A  little 
coloured  fluid,  quite  free  from  odour,  was  found ;  the  small 
intestine  was  very  much  distended  and  injected  ;  there  were  no 
adhesions  between  the  coils,  and  no  lymph.     On  introducing 
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the  fingers  I  found  tlie  mesentery  of  the  implicated  intestine 
firmly  stretched  from  the  spine  across  to  the  femoral  ring; 
but  this  did  not  clear  up  the  difficulty,  so,  in  order  to  explore 
the  femoral  opening  and  its  neighbourhood  more  completely, 
I  allowed  the  intestines  in  great  part  to  escape  from  the 
abdomen  into  a  warm  carbolised  towel.  On  closer  examination 
we  now  found  that  a  loop  of  collapsed  intestine  extending 
some  6  or  8  inches  from  near  the  internal  orifice  of  the 
femoral  ring  was  twisted  on  itself,  and  lay  across  the  band  of 
mesentery  just  described.  On  raising  this  intestine  the  col- 
lapsed gut  at  once  filled,  and  fasces  began  to  flow  from  the 
artificial  anus. 

The  operation  field  was  now  covered  with  iodoform  gauze 
until  the  abdominal  wound  could  be  securely  closed.  This  was 
accomplished  without  accident ;  afterwards  a  considerable 
quantity  of  liquid  faeces  was  evacuated.  The  patient  bore  the 
operation  as  well  as  could  be  expected. 

A  hypodermic  injection  of  morphia  was  given  shortly,  as 
the  woman  began  to  be  restless.  This  restlessness  increased, 
and  just  before  death,  which  occurred  about  3  a.m.,  she 
became  very  violent.  A  dose  of  opium  at  midnight  was  also 
without  effect. 

The  woman  being  a  Jewess,  a  post-mortem  examination 
could  not  be  obtained.  But  Dr.  zum  Busch  partially  opened 
the  wound,  and  found  the  intestines  less  distended  and  less 
congested  than  at  the  operation ;  there  was  no  sign  of  peri- 
tonitis as  far  as  he  could  discover.  He  was  unable  to  make 
out  at  what  part  the  small  intestine  had  been  strangulated. 

Bemarhs. — Though  volvulus  is  a  very  unusual  complication 
of  hernia,  I  bring  this  case  before  the  Society  less  on  this 
account  than  in  order  to  raise  the  question  of  continued 
bowel  obstruction  after  operation,  and  the  treatment  appro- 
priate to  the  condition. 

In  many  cases  of  hernia  reduced  by  taxis,  in  which, 
therefore,  the  surgeon  is  ignorant  of  the  exact  condition  of 
the  gut,  the  bowels  may  not  act  for  several  hours,  or  even 
days ;  and  death  occasionally  occurs  although  the  former 
mechanical  cause  of  obstruction  has  been  removed.  In  this 
particular  case  herniotomy  had  been  performed ;  the  gut  was 
found  to  be  gangrenous,  and  an  artificial  anus  was  made 
above  the  damaged  part ;  the  continued  obstruction  was, 
therefore,  all  the  more  alarming.  The  questions  I  would  pro- 
pound to  the  Society  are  the  following  : — How  long  after  hernio- 
tomy should  a  surgeon  wait  for  the  bowels  to  act  ?  and  if  the 
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bowels  do  not  act,  what  further  steps,  operative  or  otherwise, 
are  indicated  ?  In  the  course  of  practice,  more  than  once  I 
have  had  to  deal  with  cases  of  the  kind  which  have  caused 
me  great  anxiety. 

Some  years  ag"0  I  saw  an  old  lady  at  Willesden,  aged  up- 
wards of  ninety,  who  was  suffering  from  symptoms  of  stran- 
gulated hernia.  She  had  an  old-standing  femoral  hernia, 
which  usually  was  reducible  without  difficulty  ;  this  hernia, 
however,  one  day  became  irreducible,  and  remained  so  some 
hours.  Under  chloroform  it  was  easily  got  back,  but  her  sym- 
ptoms continued,  and  she  died.  A  pai'tial  autopsy  was 
allowed  :  the  femoral  hernia  proved  to  have  nothing  to  do 
with  her  symptoms ;  a  small  obturator  hernia  was  found,  a 
knuckle  of  gut  wall  being  tightly  strangulated.  The  woman's 
age  and  general  condition  precluded  any  further  interference. 
Even  had  the  femoral  ring  been  cut  down  open,  nothing  would 
have  been  discovered. 

In  Dr.  Hale's  report  on  Professor  Hagedorn's  two  hundred 
herniotomies  performed  in  the  Magdeburg  Hospital  {Deutsche 
Zeitschrift  filr  Chirurgie,  vol.  xxxii,  p.  323,  1891)  a  case  is 
recorded  in  which  obstruction  continued  after  operation. 
The  patient  was  a  widow,  aged  forty-three  years,  suffering 
from  an  incarcerated  femoral  hernia  (right)  of  six  hours' 
duration.  The  sac  was  found  to  contain  some  cyanosed 
small  intestine,  which  was  reduced  into  the  abdomen,  and 
some  omentum,  which  was  removed.  As  the  obstruction 
continued  on  the  second  day  after  operation  the  incisions 
were  reopened.  The  loop  of  intestine  which  had  been 
incarcerated  was  pulled  out  again,  and  found  to  be  kinked 
and  bound  by  recent  inflammatory  adhesions.  As  soon  as 
these  were  removed  and  the  kinking  set  free  the  gut  filled 
out,  and  fteces  were  shortly  afterwards  evacuated.  The 
patient  recovered. 

In  my  own  case  the  patient  was  very  ill  at  the  time  she 
first  came  under  observation  on  the  sixth  day  of  her  trouble. 
No  relief  had  been  afforded  by  the  herniotomy  after  about 
sixteen  hours ;  the  abdomen,  on  the  contrary,  was  becoming 
more  distended  each  hour.  The  clinical  indication,  therefore, 
seemed  to  me  clear,  viz.  if  possible  to  relieve  the  bowel 
obstruction.  Under  the  circumstances  I  decided  to  open  the 
abdomen ;  if  I  found  any  mechanical  cause,  to  relieve  it — or, 
failing  this,  to  make  an  artificial  anus  in  some  other  part  of 
the  intestine  that  seemed  most  suitable. 

Notwithstanding  my  want  of  success  I  fail  to  see  what 
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other  measure  "would  have  afforded  a  better  chance  of  life. 
This  operation  led  to  the  discovery  of  the  volvulus  and  to  its 
adjustment,  immediately  after  which  fseces  began  to  pour  out 
from  the  femoral  opening,  but  I  was  too  late  to  save  the 
woman's  life. 

The  cessation  of  all  vomiting  and  retelling  after  the  first 
operation  is  a  clinical  feature  of  great  interest.  As  pointed 
out  by  Mr.  Pearce  Gould,  the  vomiting  seems  due  to  the 
nipping  of  the  bowel  and  mesentery  rather  than  to  the 
obstructed  flow  of  its  contents. 
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XXXV. — A  case  of  Pelvic  Enchondroma.    By  Mr.  G.  R. 
TuRNEK.     Read  Ajjril  13,  189-t. 

T)  OBERT  F.,  pet.  50,  cabman,  was  admitted  into  St.  George's 
Xt  Hospital  March  8,  1890.  About  eight  years  back  he 
noticed  a  small  hard  lump  in  the  region  of  the  pubes.  It 
gave  him  no  pain  or  inconvenience,  grew  rapidly  in  the  first 
eighteen  months,  and  more  slowly  but  steadily  since.  He 
had  lost  flesh  slightly. 

On  admission  there  was  a  large  globular  swelling  situated 
on  the  inner  aspect  of  the  left  thigh,  extending  into  the 
perin^eum  and  groin.  The  thigh  with  the  tumour  measured 
29^  inches,  as  compared  with  19  inches  of  the  right  thigh. 
In  parts  the  tumour  was  hard,  especially  at  the  base,  where  it 
was  connected  with  the  rami  of  the  pubes  and  ischium.  The 
attachment  appeared  to  be  quite  of  a  bony  nature,  the  rest 
of  the  tumour  to  be  cartilaginous.  The  hip  and  thigh  moved 
freely,  and  appeared  to  have  no  connection  with  the  growth. 
The  skin  was  moveable  over  the  tumour,  to  the  outer  side  of 
which  lay  the  femoral  vessels.  There  was  no  enlargement  of 
glands  in  the  iliac  fossa. 

The  patient  was  shown  at  the  Clinical  Society  on  March 
14,  1890,  and  the  general  opinion  of  the  surgeons  who  saw 
him  was  that  it  would  be  unadvisable  to  attempt  the  removal 
of  the  tumour.  With  this  opinion  my  colleagues  at  St. 
George's  Hospital  agreed.  The  man  was  accordingly  dis- 
charged from  the  hospital,  and  told  to  report  himself  from 
time  to  time. 

He  was  readmitted  February  22,  1892.  The  tumour  had 
"been  growing  gradually  but  steadily.  For  three  weeks  or 
so  before  his  readmission  he  had  had  trouble  and  pain  with 
his  micturition.  This  was  obviously  caused  by  an  exten- 
sion of  the  growth  from  the  ramus  of  the  pubes  inwards, 
which  pressed  upon  and  displaced  his  ui'ethra.  He  had  some 
slighter  trouble  with  his  defsecation,  probably  due  to  pressure 
hj  the  tumour  on  the  lower  part  of  the  rectum. 

Owing  to  these  increasing  difficulties  in  micturition  and 
defsecation,  it  was  decided  at  a  consultation  to  make  an 
attempt  at  the  removal  of  the  tumour.  This  was  accordingly 
done  on  the  26th.     The   tumour,  the  skin  over  which  was 
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mucli  stretched  and  thinned,  was  found  to  be  an  enchondroma 
growing  from  the  tuberosity,  ascending  ramus  of  the  ischium, 
and  a  portion  of  the  descending  ramus  of  the  pubes.  It 
overlapped  the  bones  and  extended  into  the  ischio-rectal  fossa 
and  periuEeum,  pushing  the  urethra  over  to  the  right.  It 
being  found  impossible  to  get  thoroughly  at  the  base  of  the 
growth,  it  was  removed  in  halves.  This  was  effected  much 
more  easily  than  had  been  anticipated.  The  mass  removed 
weighed  7  lbs.  The  muscles  on  the  inner  side  of  the  thigh 
were  much  stretched  and  atrophied.  There  was  no  haemor- 
rhage of  any  importance.  The  man  made  a  good  recovery, 
but  a  portion  of  the  thin  stretched  integument  sloughed, 
leaving  the  wound  to  heal  in  part  by  granulation. 

In  August,  whilst  in  the  country,  he  had  rather  sudden 
oedema  of  the  left  leg  and  thigh.  This  subsided  in  a  few  days 
with  rest. 

He  has  since  reported  himself  at  the  hospital  from  time  to 
time,  and  when  last  seen  was  quite  well. 

I  have  thought  this  case  worthy  of  bringing  before  the 
notice  of  the  Society,  chiefly  on  account  of  the  size  and  con- 
nections of  the  tumour,  which  seemed  to  forbid  operation.  I 
was  most  agreeably  surpi-ised  by  the  ease  and  readiness  with 
which  the  tumour  was  removed  on  cutting  it  in  halves,  and 
would  suggest  that  in  practically  non-vascular  growths,  such 
as  this  one,  the  surgeon  would  often  save  time  and  ti'ouble  by 
following  this  method.  Had  I  done  so  at  once,  instead  of 
wasting  time  by  dissecting  thin  stretched  integument  off  the 
base  of  the  tumour,  I  do  not  doubt  but  that  the  partial 
sloughing  of  the  skin  would  have  been  avoided,  and  the 
patient's  convalescence  been  even  more  rapid  than  it  was. 
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XXXVI. — Case  of  Intestinal  Obstruction  due  to  nar- 
roimig  of  the  calibre  of  the  boivel,  as  the  result  of 
recurring  appendicitis.  By  T.  Lauder  Beunton, 
M.D.,  F.R.S.,  AND  W.  Watson  Cheyne,  F.R.S.  Read 
April  27,  1894. 

THE  patient  was  a  g-entleman  tet.  35,  wlio  was  first  taken 
ill  in  May,  1892,  with  fever,  pain  in  tlie  right  iliac  fossa, 
and  other  symptoms  which  led  to  the  diagnosis  of  appendicitis, 
but  which  subsided  without  surgical  interference.  Since  that 
time  he  had  had  a  number  of  similar  attacks  of  varying  inten- 
sity, five  of  them  severe  ones,  the  last  one  being  in  May,  1 893, 
and  lasting  about  fourteen  days.  He  bad  during  this  time 
paid  great  attention  to  the  regulation  of  his  diet,  living  chiefly 
on  soups,  potted  meat,  bread  and  milk,  &c.  He  had  been  seen 
at  various  times  by  Dr.  Lauder  Brunton,  and  also  by  a  well- 
known  surgeon,  who  had  urged  removal  of  the  appendix,  to 
which  the  patient  would  have  submitted  but  that  he  did  not 
feel  able  to  spare  the  necessary  time  from  his  work.  During 
last  summer  the  patient  remained  pretty  well,  except  that  he 
was  much  troubled  with  obstinate  constipation.  On  September 
11  last  he  had  a  severe  attack  of  griping  pain,  chiefly  on  the 
left  side,  which  lasted  nearly  an  hour  and  then  passed  off. 

These  attacks  continued  to  recur  with  increasing  fre- 
quency, and  the  constipation,  though  not  absolute,  became 
more  obstinate.  He  had  no  fever,  and  did  not  remain 
in  bed.  On  the  evening  of  September  22  he  took  a  dose  of 
castor  oil,  which  did  not  act;  on  the  contrary,  the  griping  pains 
became  very  severe  and  almost  constant,  and  he  was  completely 
obstructed,  no  flatus  being  passed.  He  had  no  vomiting. 
During  the  afternoon  of  September  23  he  passed  into  a  very 
collapsed  state,  the  pain  became  intense,  and  Dr.  Brunton  was 
sent  for.  He  advised  that  a  surgeon  should  be  called  in  with- 
out delay,  and  accordingly  Mr.  Watson  Cheyne  was  asked  to 
see  him,  and  did  so  with  Dr.  Brunton  at  10  p.m.  His  condition 
was  then  as  follows  : — Pulse  80,  very  small — in  fact,  hardly 
perceptible.  Temp.  97"4°.  Great  pain,  essentially  of  a  griping 
character,  starting  on  the  left  side  and  running  towards  the 
umbilicus ;   no   tenderness    anywhere,   not   much   distension, 
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and  what  there  was^  was  of  a  uniform  character;  no  dulness. 
Tongue  moist  and  not  furred.  He  vomited  while  we  were 
there,  the  vomited  matter  evidently  being  stomach  contents, 
and  Mr.  Cheyne  understood  at  the  time  that  this  was  the  first 
occasion  on  which  he  had  vomited.  While  writing  out  the  case, 
however,  the  patient  tells  us  that  he  had  vomited  once  if  not 
twice  before  we  arrived,  and  he  thinks  the  vomit  was  ster- 
coraceous,  but  what  he  vomited  while  we  were  there  Avas 
not  so. 

Careful  consideration  of  the  history  of  the  case  and  of  the 
existing  condition  led  us  to  the  conclusion  that  the  bowel  at 
some  part  had  become  much  narrowed  as  the  result  of  the 
previous  inflammatory  attacks,  and  that  the  castor  oil  had 
caused  increased  congestion  of  the  mucous  membrane  and 
completed  the  obstruction.  We  decided  to  leave  him  alone 
for  the  night,  and  ordered  opium  and  atropine  subcutaneously 
and  fomentations,  in  the  hope  that  the  obstruction  might  yield  : 
gL-  of  a  grain  of  strychnine  was  also  given  every  four  hours. 

September  24,  10  a.m. — Patient  has  passed  a  very  bad 
night,  and  has  had  no  sleep.  Since  7  a.m.  the  pain  has  been 
constant  and  severe,  and  he  has  vomited  stercoraceous  material 
on  three  occasions.  Temp.  97°.  Pulse  cannot  be  felt ;  patient 
wandering,  and  evidently  moribund.  When  placed  upon  the 
operating  table  the  patient  was  so  far  gone  that  we  several 
times  thought  him  dead,  as  he  became  insensible,  the  lower 
jaw  fell,  the  half-closed  eyes  seemed  to  be  glazed,  and  the 
surface  was  cold.  It  was  only  with  a  great  deal  of  trouble 
that  a  feeble  pulsation  could  be  detected  at  all  at  the  wrist, 
and  the  respirations  were  so  faint  that  they  could  sometimes 
only  be  detected  by  minute  inspection.  As  soon  as  possible 
afterwards  the  abdomen  was  opened  in  the  middle  line,  and 
the  small  intestine  was  seen  to  be  much  congested  and  full 
of  fluid  and  gas.  On  searching  the  abdomen  with  the  finger, 
thickening  was  felt  in  the  right  iliac  region.  A  second 
incision  was  therefore  made  inside  the  anterior  superior  spine, 
and  the  region  of  the  ileo-c£ecal  valve  was  at  once  exposed. 
The  intestine  at  this  part  was  thickly  covered  with  adhesions, 
chiefly  old  and  tough,  but  some  apparently  more  recent.  Em- 
bedded in  this  mass  lay  the  appendix,  which  was  coiled  upwards 
and  partly  around  the  ileum,  and  contained  a  concretion.  The 
appendix  had  evidently  been  in  this  position  for  a  long  time. 
It  was  freed  and  removed,  and  then  the  mass  of  adhesions 
was  cut  and  torn  through  till  it  was  found  that  the  contents 
of  the   small  intestine   could  be  readily  passed  on  into  the 
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cascum.  A  di-ainage-tube  was  passed  down  to  this  part  and 
the  rest  of  the  wounds  stitched  up.  After  the  operation, 
which  lasted  nearly  three  quarters  of  an  hour,  and  during 
which  ether  had  been  administered,  the  pulse  was  perceptible  ; 
ether  and  strychnine  were  administered  subcutaneously. 

At  4  P.M.  we  found  the  patient  easier,  pain  less,  no  further 
vomiting,  pulse  rather  better,  90 ;  temp.  97*2°  j  tongue  brown 
and  dry.  No  gas  or  faeces  had  been  passed.  Six  ounces  of 
urine  were  drawn  off  (all  that  had  been  secreted  since  the 
previous  afternoon). 

At  10  P.M.  pulse  worse,  barely  perceptible  ;  no  vomiting. 
Ordered  brandy  jper  rectum,  and  repeated  injections  of  strych- 
nine and  ether.  A  quarter-grain  of  morphine  was  given 
subcutaneously. 

September  25,  8.30  a.m. — Patient  has  passed  a  restless 
night ;  no  vomiting,  pain  less  ;  no  distension,  no  gas  or  fgeces 
passed;  pulse  as  bad  as  ever,  120;  temp.  97°.  Ordered 
nutrient  enemata,  a  little  whisky  and  Valentine's  meat  juice 
by  the  mouth,  and  to  continue  the  strychnine. 

9  P.M. — During  the  afternoon  patient  had  two  copious  and 
extremely  offensive  motions,  after  which  he  was  much  ex- 
hausted.    Pulse  very  much  better,  100  ;  temp.  99°. 

September  26,  8.30  a.m. — Has  passed  a  much  better  night ; 
pulse  good,  100;  temp.  99°.  Three  fluid  motions  during  the 
night.    Ordered  feeding  by  the  mouth,  and  salol  10  grs.  t.  d.  s. 

Further  reference  to  the  daily  progress  of  the  case  is  un- 
necessary, as  from  this  time  the  improvement,  as  regards  the 
action  of  the  bowels  and  the  general  condition  of  the  patient, 
was  practically  uninterrupted.  On  September  30  the  stools 
were  solid  for  the  first  time.  As  regards  the  progress  of  the 
wound,  healing  occurred  satisfactorily  except  along  one  stitch 
track  in  the  central  incision,  where  a  small  abscess  formed, 
no  doubt  because  the  skin  was  imperfectly  disinfected  in  the 
haste  with  which  the  operation  had  to  be  done ;  this,  how- 
ever, gave  no  trouble.  The  drainage-tube  leading  down  to 
the  appendix  was  left  out  after  ten  days,  the  wounds  were 
healed,  the  dressings  left  off  on  October  13,  and  the  patient 
was  up  and  di'essed  on  October  20,  and  went  out  for  a  walk 
three  days  later. 

Since  that  time  the  patient  has  remained  well,  and  he 
writes  a  few  days  ago  (beginning  of  February,  1894)  as 
follows  : — "  As  regards  my  present  condition,  I  may  say  that 
every  one  who  knows  me  says  that  I  have  not  looked  so  well 
for  years.     I  have  been  out  to  several  dances  and  dinners. 
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and  can  eat  and  enjoy  anything  that  is  put  before  me.  The 
bowels  are  acting  regularly."  The  scars  of  the  incisions  are 
quite  satisfactory,  except  at  the  place  where  the  drainage- 
tube  was,  where  there  is  a  slight  tendency  to  bulging,  on 
account  of  which  he  is  wearing  a  belt.  (April,  1894. — Patient 
remains  well.) 

This  case  seemed  to  us  of  sufficient  interest  to  be  placed 
on  record  for  three  reasons  :  firstly,  from  the  point  of  view 
of  diagnosis ;  secondly,  from  the  success  attending  the  sepa- 
ration of  the  adhesions;  and  thirdly,  from  the  extreme  de- 
pression of  the  hearths  action,  a  depression  out  of  proportion 
to  the  other  symptoms. 

As  regards  the  diagnosis,  the  first  question  that  presented 
itself  was — was  this  an  attack  of  appendicitis,  as  the  others 
had  evidently  been  ?  or  was  it  some  sequela  of  the  former 
attacks  ?  The  presence  of  a  fresh  attack  of  appendicitis  was 
negatived  chiefly  by  the  histor}^,  by  the  absence  of  tenderness 
and  fever,  and  by  the  character  of  the  pain,  which  was  spas- 
modic, griping,  and  referred  especially  to  the  left  side  and 
the  umbilicus.  The  great  difficulty  was  in  excluding  strangu- 
lation by  a  band.  Our  reasons  for  doing  so  were  the  history 
of  increasing  difficulty  in  getting  the  bowels  to  act  during 
the  summer ;  the  long  duration  of  the  present  symptoms 
(11  days)  ;  the  character  of  the  symptoms  during  that  time, 
viz.  the  intermittent  attacks  of  griping  pain ;  the  good 
general  condition  in  the  interval  between  the  attacks,  the 
patient  being  able  to  go  about ;  the  fact  that  the  obstruction 
was  not  complete  till  within  twenty-four  hours  of  the  time 
that  we  saw  him  together,  and  the  absence  of  vomiting.  (I 
have  already  mentioned  that  the  patient  has  lately  cox-rected 
this  last  statement,  but  Mr.  Cheyne  did  not  so  understand  at 
the  time,  and  the  absence  of  vomiting  was  one  of  his  chief 
reasons  for  allowing  a  few  hours  more  to  elapse  before 
operating.)  These  facts  all  pointed  to  a  narrowing  of  the 
calibre  of  the  bowel,  and  the  coincidence  of  the  complete 
obstruction  with  the  dose  of  castor  oil  added  to  the  certainty 
of  the  diagnosis,  as  indicating  the  existence  of  a  narrow 
channel  which  had  become  closed  as  the  result  of  inflamma- 
tory swelling  of  the  mucous  membrane,  increased  by  the 
action  of  the  oil.  It  was  this  diagnosis  which  seemed  to  us 
to  warrant  a  few  hours'  longer  delay,  although  the  patient 
was  in  a  very  critical  condition.  We  could  not  tell  that  the 
adhesions  around  the  gut  were  so  limited  in  extent  and  could 
be  so  easily  disposed  of  as  they  proved  to  be ;  on  the  con- 
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trary,  it  seemed  not  improbable,  considering  the  frequent 
attacks  and  the  length  of  time  that  the  trouble  had  been 
going  on,  that  we  should  find  a  more  extensive  matting 
together  of  coils  of  the  intestine,  a  condition  which  proved 
in  one  case,  where  Mr.  Cheyne  attempted  to  separate  the 
adhesions,  to  be  practically  irremediable  except  by  intestinal 
anastomosis.  It  therefore  seemed  to  us  right  to  allow  a  few 
hours  loDger  to  elapse,  in  the  hope  that  with  opium  and 
fomentations  this  swelling  of  the  mucous  membrane  might 
subside  and  allow  passage  of  the  fluid  onwards,  and  a  lapa- 
rotomy under  more  favorable  conditious. 

As  regards  the  operation  itself,  the  ease  with  which  the 
constricting  bands  were  got  rid  of,  and  the  apparently  per- 
manent expansion  of  the  intestine  which  has  resulted,  are 
matters  of  great  interest  and  importance.  As  a  rule,  the 
matting  in  cases  of  narrowing  of  the  bowel  after  peritonitis 
is  more  extensive;  it  is  very  difficult  to  separate  the  adhe- 
sions without  damaging  the  bowel,  and  fresh  adhesions  tend 
to  form  afterwards.  As  regards  the  incisions,  the  opening 
was  made  in  the  middle  line  in  the  first  instance,  because  the 
patient  localised  the  pain  on  the  left  side  of  the  umbilicus, 
and  it  was  thought  well  to  ascertain  the  condition  of  the  abdo- 
men with  the  finger  before  cutting  down  on  the  appendix. 

The  third  point  of  interest  is  the  extreme  depression  of 
the  circulation,  which  lasted  so  long  after  the  operation,  and 
passed  off  shortly  after  the  free  evacuation  of  the  bowels. 
The  explanation  seems  clearly  to  be  that  the  intestinal  con- 
tents were  highly  toxic,  and  that  poisons  were  absorbed  into 
the  circulation  which  produced  this  marked  depression  ;  in 
fact,  the  patient  was  suffering  from  septic  intoxication. 
Various  substances  have  been  obtained  from  putrefying 
material  which  have  this  depressing  effect.  It  has  been 
maintained  by  several  surgeons  that  some  of  the  bad  sym- 
ptoms in  strangulated  hernia,  and  especially  the  failure  in 
recovery  after  operation,  are  in  some  cases  to  be  explained 
by  absorption  of  putrid  matter  from  the  intestine.  In  the 
case  of  strangulation,  however,  there  is  also  a  large  amount 
of  shock,  and  it  is  not  easy  to  say  how  much  of  the  trouble  is 
due  to  shock,  and  how  much,  if  any,  to  septic  intoxication. 
But  in  this  case  there  was  no  strangulation  in  the  proper 
sense  of  that  term,  and  no  shock  from  that  cause,  and  it  is 
difficult  to  find  any  other  satisfactory  explanation  of  the 
patient's  condition  than  that  it  was  due  to  saprtemia  from 
absorption  of  poisons  from  the  intestinal  canal,  and  it  seems 
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to  bring  strong  evidence  in  favour  of  the  view  alluded  to  with 
regard  to  strangulated  hernia.  Indeed,  it  became  a  question, 
when  the  depression  still  continued  after  the  operation, 
whether  one  should  not  make  an  attempt  to  remove  this 
poisonous  fluid  by  tapping  the  ileum  through  the  wound. 
In  conclusion  we  would  refer  to  the  great  value  of  strychnine 
in  these  cases,  and  it  is  doubtful  whether  this  patient  would 
have  recovered  but  for  its  administration  during  the  critical 
period. 
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XXXVII. — Partial  Ohstvuction  (chronic)  from  adhe- 
sions after  Appendicitis.  By  C.  H.  Golding-Bird. 
Bead  April  27,  1894. 

EB.,  get.  33,  a  blacksmith,  was  admitted  into  Guy's  Hospital 
.  on  October  17,  1893.  He  stated  that  from  the  age  of 
fifteen  he  had  suffered  from  the  trouble  which  he  now  com- 
plained of.  During  all  this  period  he  had  had  intermittent 
attacks  of  pain  and  swelling  in  the  right  inguinal  region.  At 
first  the  attacks  occurred  once  a  week,  then  less  frequently, 
and  latterl}^  about  once  a  month  :  he  was  not  laid  up  on  account 
of  them ;  an  attack  which  came  on  late  one  day  would  be 
generally  over  the  following  morning,  and  the  last  attack  but 
one  from  the  present  time  is  the  only  one  for  which  he  has 
had  to  keep  his  bed.  The  attacks  of  inguinal  pain  were 
usually  accompanied  by  swelling  in  the  region,  and  the  earlier 
swellings  he  describes  as  having  been  very  painful  at  their 
onset,  then  less  painful  as  they  increased,  and  then  more 
painful  again  when  they  attained  their  full  size — that  of  an 
orange ;  after  which  they  would  disappear,  and,  he  presumes, 
"  burst  internally,"  as  matter  would  be  passed  directly  after- 
wards in  the  motions.  Latterly  the  swelling  does  not  seem  to 
have  run  the  same  course  and  to  have  ended  in  the  discharge 
of  pus,  but  to  have  "come  up"  and  ''gone  down"  within 
twenty-four  hours ;  whilst  he  often  experiences  temporary 
swelling  lasting  but  a  few  minutes  and  then  subsiding, 
accompanied  by  a  feeling  of  distension. 

An  examination  revealed  in  an  otherwise  healthy  man  a 
swelling  in  the  right  inguinal  region,  well  above  and  rather 
to  the  outside  of  the  middle  of  Poupart's  ligament,  firm  and 
almost  solid  ;  dull  on  percussion,  and  rather  painful  on  mani- 
pulation. It  gave  almost  the  impression  of  tumour ;  so  much 
so  that  Mr.  Durham,  under  whose  care  he  was  at  first,  gave 
it  as  a  possible  diagnosis  that  it  was  a  case  of  growth  in 
connection  with  the  bowel.  The  patient  was  kept  in  bed  and 
laxatives  ordered.  No  change  occurred  for  three  weeks, 
but  he  then  (November  1)  said  that  twice  in  the  previous 
morning  the  "  lump  "  had  appeared  and  disappeared ;  and  an 
examination  showed  the  swelling  to  be  rather  larger,  but 
otherwise  unaltered.     A  fortnight  later   (November  13)   he 
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complained  of  a  '^  bloated  feeling/'  ttiougli  the  bowels  were 
well  open;  and  the  mass  was  then  found  larger,  more 
sausage- shaped,  resonant  in  the  centre,  and  very  tender  to 
manipulation,  but  in  two  days  it  had  subsided  to  its  normal 
size  and  character. 

All  this  time  there  had  been  trouble  in  keeping  the  bowels 
open,  and  the  patient  stated  that  he  always  suffered  from  con- 
stipation, and  had  to  be  very  careful  in  his  diet  in  con- 
sequence. 

It  being  clearly  a  case  depending  in  part  at  least  upon 
appendix  trouble,  it  was  determined  to  explore  the  region. 
This  I  did  in  the  usual  way  on  December  13.  When  exposed 
there  were  no  parietal  adhesions,  but  there  presented  at  the 
wound  a  hard,  large,  and  tangled  mass  of  omentum,  partly 
concealing  the  caput  caecum  coli,  to  which  it  was  so  firmly 
and  extensively  attached  as  to  conceal  the  great  part  of  the 
gut,  which  from  adhesion-contraction  was  drawn  upwards 
in  the  direction  of  the  umbilicus,  and  twisted  round  on  its  own 
axis  so  that  its  lowest  part  lay  anteriorly.  There  were, 
besides,  numerous  bands  of  adhesions  in  all  directions  between 
the  bowel  and  omentum,  so  that  the  caput  coli  was  bent  upon 
itself  and  contracted,  almost  assuming  an  hourglass  shape. 
xA.ll  that  could  be  discovered  of  the  appendix  was  a  cord-like 
mass  glued  firmly  on  to  the  surface  of  the  caput,  and  enclosed 
in  adhesion  bands  and  a  fair  amount  of  fat.  There  was  no 
evidence  of  there  having  been  any  inflammatory  attack  for  a 
very  long  period — probably  for  years;  and  the  operation  was 
brought  to  a  close  by  division  in  every  direction  of  the  adhe- 
sions (as  far  as  possible). 

The  subsequent  convalescence  was  quite  normal,  the 
patient  leaving  hospital  in  five  weeks  (January  10,  1894). 

The  latest  information  regarding  him  (April  28)  is  that 
he  has  not  had  a  return  of  his  symptoms,  but  that  at  times  he 
has  tenderness  about  the  caput  csecum  coli.  He  is  at  work 
as  a  bricklayer,  and  believes  himself  much  improved  by  what 
was  done. 

The  operation  not  only  gave  relief  to  the  symptoms,  but 
explained  what  was  obscure  in  them  before.  The  reading  of 
the  case  would  now  seem  to  be  as  follows : — Appendicitis  at 
fifteen  years  of  age,  with  suppuration  from  time  to  time ;  the 
gradual  formation  of  extensive  adhesions  with  the  omentum, 
which  eventually  became  closely  and  largely  adherent  to  the 
caecum ;  and  subsequent  contraction  of  the  adhesions  caused  a 
displacement  and  distortion  of  the  caecum,  so  that  the  patient 
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became  liable  to  attacks  of  temporary  stoppage  of  contents 
together  with  inflation  of  the  cfecum, — this  forming  the 
addition  to  the  size  and  character  of  the  hard  swelling  that 
was  always  present,  and  which  was  due  to  an  adherent, 
tangled,  and  matted  mass  of  omentum. 

The  condition  of  the  parts  was  such  as,  in  my  opinion  at 
the  time  of  operation,  to  leave  no  intermediate  step  between 
what  I  actually  did  and  the  ablation  of  the  whole  mass, 
cascum  and  all,  and  the  insertion  of  the  ileum  directly  into 
the  ascending  colon.  I  was,  however,  under  promise  to  do 
nothing  direct! v  endanarerino"  life  :  but  should  I  have  failed 
to  give  permanent  relief,  it  seems  to  me  that  were  the  sym- 
ptoms so  to  increase  as  to  render  something  more  radical 
imperative,  the  step  I  propose  would  be  the  right  one  to  take. 

Although  cases  of  obstruction  of  the  intestine  due  to 
adhesion-contraction,  and  ranging  from  chronic  constipation 
to  absolute  stoppage,  are  common,  they  do  not  seem  as  a  rule 
to  follow  cases  of  suppurative  appendicitis;  and  considering 
the  comparative  frequency  of  appendix  mischief,  and  the 
wide-spread  inflammation  so  often  caused  by  it,  it  is  somewhat 
astonishing  that  this  should  be  so.  I  have  therefore  thought 
this  case  as  worthy  of  record. 
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XXXVIIT. — A  rase  of  Acute  Intestinal  Obstruction  and 
Peritonitis:  laparotomy :  incision  and  drainage  of 
small  intestine  above  seat  of  obstruction:  recovery. 
By  A.  Quarry  Silcock.     Read  April  27,  1894. 

HENRY  K.,  £et.  26,  a  clerk,  formerly  a  2nd  Life  Guardsman, 
but  discharged  from  the  army  ou  account  of  ill-health, 
was  admitted  into  St.  Mary's  Hospital  on  September  26, 1893, 
suffering  from  acute  intestinal  obstruction  and  peritonitis. 
He  was  a  tall,  thin,  emaciated  man.  His  abdomen  was 
everywhere  tympanitic  on  percussion,  and  generally  tender, 
but  especially  so  in  the  left  iliac  region  ;  the  outlines  of  coils 
of  distended  intestine  were  obvious  beneath  the  abdominal 
parietes  below  the  umbilicus.  The  man  lay  in  bed  with  his 
knees  drawn  up,  sometimes  on  his  back,  sometimes  on  his  left 
side.  His  respiration  was  entirely  thoracic.  Evidently  he  was 
very  ill :  he  spoke  in  a  mere  whisper ;  his  pulse  was  small, 
compressible,  96  per  minute;  the  temperature  98*8°  F.  His 
tongue  was  coated  with  a  foul  brown  fur  on  the  dorsum,  but 
red  at  the  edges  and  tip.  He  had  vomited  after  admission, 
the  ejecta  having  a  fffical  odour,  and  he  said  he  had  a  per- 
sistent aching  throughout  the  abdomen. 

The  following  history  of  his  illness  was  elicited  from  his 
friends  and  himself.  It  commenced  on  September  24,  about 
4  P.M.,  when  he  was  seized  with  intermittent  purging  pains 
in  the  upper  portion  of  the  abdomen ;  the  pain  continued 
through  that  and  the  following  day,  its  severity  increasing. 
On  the  25th  he  saw  a  doctor  at  4  o'clock  in  the  morning ;  he 
was  repeatedly  sick,  vomiting'  liquid  material  having  a  dis- 
agreeable taste  and  odour.  Ou  the  morning  of  the  26th  he 
was  worse,  and  in  the  afternoon  was  taken  to  St.  Mary's 
Hospital.  Since  the  onset  of  the  attack  he  had  passed  no 
motion  or  flatus.  Enemata  had  been  administered,  but  were 
returned  at  once ;  he  had  also  taken  a  small  quantity  of 
morphia  by  the  mouth. 

Up  to  the  age  of  twenty-three  he  had  had  good  health,  but 
in  1891  he  was  laid  up  with  pleurisy  or  pleuro-pneumonia,  and 
since  that  time  his  health  had  suffered ;  he  had  wasted  con- 
siderably, and  by  reason  of  his  condition  was  discharged  from 
the  army. 

During  the  last  nine  months  he  had  been  subject  to  pains 
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in  the  abdomen — colic,  as  he  called  it.  His  life  was  the 
sedentary  one  of  a  clerk,  with  long  working  hours  ;  he  was 
temperate  in  his  habits,  and  his  bowels  were  always  regular. 
Shortly  after  his  admission  he  was  seen  by  my  colleague. 
Dr.  Luff,  who,  deeming  surgical  interference  necessary,  sent 
for  me.  Chloroform  was  administered,  and  afterwards 
A.  C.  E.  mixture.  Careful  examination  of  the  abdomen  and 
of  the  rectum  whilst  the  patient  was  under  the  anaesthetic 
threw  no  further  light  upon  his  malady.  I  therefore  opened 
his  abdomen  in  the  middle  line  below  the  umbilicus  as  expe- 
ditiously as  possible,  a  small  quantity  of  turbid  serous  fluid 
escaping.  The  small  intestines  exposed  were  much  inflamed 
and  distended,  contiguous  coils  being  rather  firmly  glued 
together  by  recent  partly  organised  lymph.  A  good  deal  of 
bleeding  occurred  on  separating  them  with  the  object  of 
finding  the  site  of  the  obstruction.  Between  two  adjacent 
coils  amidst  the  adhesions  were  two  yellowish-white  nodules, 
one  larger  than  a  pea,  the  other  much  smaller.  These  were 
readily  turned  out,  being  attached  by,  and  embedded  in, 
inflammatory  adhesions.  Two  or  three  nodules  of  a  similar 
kind,  though  smaller,  were  observed  buried  in  the  mesentery, 
apparently  lying  between  its  layers.  The  vascularity  and 
firmness  of  the  adhesions  precluded  any  attempt  to  thoroughly 
search  for  a  possible  source  of  obstruction,  and  I  made  up 
my  mind  to  relieve  the  obstruction  on  the  principle  advocated 
by  Mr.  Greig  Smith.  At  this  time,  however,  the  man's  con- 
dition became  so  alarming— m  fact,  he  appeared  to  be  dying 

that  the  operation  was  abandoned.    The  wound  was  closed 

in  haste.  He  had  taken  but  a  minimum  quantity  of  the  anges- 
thetic,  only  a  few  minutes  had  been  occupied  in  the  pro- 
cedure detailed,  yet  he  was  practically  pulseless,  and  we  left 
the  theatre  with  the  conviction  that  he  would  die  before  he 
could  be  carried  back  to  bed.  Ether  and  liquor  strychnise 
were  injected,  and  subsequently  a  brandy  enema  was  given. 
Ultimately  he  recovered  sufficiently  to  be  able  to  converse 
with  those  around  him.  On  visiting  the  hospital  at  2  p.m. 
the  following  day  I  was  somewhat  surprised  to  find  him 
alive,  but  he  was  suffering  from  continual  hiccough,  had 
vomited  stercoraceons  fluid  several  times,  and  was  clearly 
extremely  weak.  After  consultation  with  Dr.  Lees  three 
silkworm-gut  sutures  uniting  the  edges  of  the  parietal  wound 
were  untied,  the  middle  third  of  the  latter  being  thus  opened, 
and  a  coil  of  distended  ileum  exposed.  A  solution  of  cocain 
was  applied  to  the  surface  of  the  gut,  and  pieces  of  cyanide 
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gauze  were  packed  beneath  the  edges  of  the  wound  in  order 
to  prevent  extravasation  of  f^cal  matter.  An  incision  about 
one  fifth  of  an  inch  in  length  was  then  made  through  the 
coats  of  the  gut  quite  painlessly,  somewhat  obliquely  to  its 
long  axis.  The  canula  for  suction  and  trocar,  furnished 
with  a  long  india-rubber  tube,  the  further  end  of  which  was 
placed  in  a  basin  of  carbolic  acid  solution  resting  on  the 
floor,  was  gently  thrust  through  the  wound  into  the  lumen 
of  the  gut.  The  canula  was  held  in  position  for  four  and  a 
half  hours  by  relays  of  dressers,  a  large  quantity  of  fluid 
faeces  being  thus  drawn  off,  to  the  evident  relief  of  the 
patient ;  the  vomiting  and  hiccough  ceased,  the  distension  of 
the  abdomen  very  considerably  lessened,  and  the  pain  was 
much  reduced.  Inasmuch  as  the  obstruction  was  tempo- 
rarily relieved,  and  the  f^ces  had  practically  ceased  to  flow 
through  the  canula,  I  determined  to  close  the  gut-wound. 
This  Mr.  Crowle,  the  surgical  registrar,  was  good  enough  to 
do  for  me  by  means  of  three  Lembert  sutures  ;  the  gauze 
packing  was  removed,  the  upper  and  lower  silkworm-gut 
sutures  were  retied,  the  portion  of  the  parietal  wound  lying 
over  that  of  the  gut  being  left  open ;  the  parts  were  dusted 
with  iodoform,  and  dressings  applied.  On  the  following 
morning  the  sutures  in  the  gut  gave  way,  and  a  faecal  fistula 
was  established,  a  large  quantity  of  lluid  faeces  escaping. 
From  this  time  the  patient  progressed  slowly  but  uninter- 
ruptedly. 

On  September  30  a  motion  was  passed  by  the  rectum. 
On  the  31st  the  bowels  were  freely  open  again. 
On  October  9  the  surg-ical  clerk  notes,  '^  There  is  no 
discharge  of  ftecal  matter,  and  very  Httle  tenderness  in  the 
neighbourhood  of  the  wound ;  patient  feels  much  better  and 
stronger;  temperature  and  pulse  normal.  There  were  two 
motions  ^^er  rectum  yesterday. 

On  October  16  his  weight  was  9  st.  of  lbs.  On  October  21 
it  had  increased  to  10  st.  2^  lbs. 

On  November  8  he  was  discharged  from  the  hospital, 
the  wound  having  entirely  closed  a  fortnight  previously. 

At  no  time  was  the  temperature  above  99°  except  on  one 
occasion,  when  it  reached  99*5°.  A  tendency  to  constipation 
was  counteracted  by  means  of  confection  of  senna,  his  diet 
being  carefully  regulated  in  order  that  a  minimum  quantity 
of  faeces  should  be  formed,  and  after  the  wound  was  healed 
the  abdomen  was  "massed"  each  day. 

The  patient  is  now  apparently  quite  well ;  his  bowels  are 
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regular  ;  he  complains  of  no  abdominal  discomfort  whatever ; 
the  scar  is  perfectly  sound.  Although  still  thin  his  appetite 
is  good,  and  he  declares  himself  fit  for  work. 

The  interest  in  this  case  centres  chiefly  in  the  fact  that 
the  obstruction  was  relieved  and  the  man's  life  saved  by  the 
very  simple  procedure  I  have  described.  Another  case 
resembling  this  one,  treated  on  similar  lines  and  with  equal 
success,  has  lately  been  recorded  by  Mr.  Bilton  Pollard  in  a 
recent  number  of  the  Lancet. 

With  reference  to  the  origin  of  the  peritonitis,  the  his- 
tory and  evidence  of  old  pleurisy  and  lung  trouble,  and  the 
long-standing  abdominal  pains,  suggest  tuberculosis.  I 
regret  to  say  that  a  microscopical  examination  of  the  intra- 
peritoneal nodules  which  I  have  referred  to  throw  no  addi- 
tional light  upon  this  question.  They  consisted  of  caseating 
material  surrounded  by  a  lowly  organised  inflammatory 
growth.     No  tubercle  bacilli  could  be  demonstrated  in  them. 
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XXXIX. — A  Case  of  Si/rinrjomyelia.    By  C.  E.  Beevor, 
M.D.,  and  J.  R.  Luxn.'     Eead  May  11,  1894. 

IN  1883  one  of  us  (J.  R.  L.)  showed  before  this  Society  a 
case  of  peculiar  deformity  of  hands  and  shoulders,  which 
is  recorded  in  the  Society's  Transactions,  vol.  xvi,  p.  264,  and 
this  was  more  fully  reported  on  in  the  following  year  by  a 
special  committee  (see  vol.  xvii,  p.  220),  who  thought  that  the 
various  lesions  were  the  result  of  a  central  nervous  affection, 
and  that  it  was  to  be  regarded  as  akin  to  what  is  known  as 
"Charcot's"  disease. 

The  case  remained  under  observation  until  the  death  of 
the  patient  in  March,  1893.  It  was  carefully  watched  by  us 
and  the  colleagues  of  one  of  us  (J.  E.  L.)  and  others,  and  we 
think,  therefore,  that  this  Society  will  be  interested  in  hearing 
the  sequel  of  a  case  which  we  have  been  able  to  watch  for  so 
long  a  time  and  under  such  exceptionally  advantageous  cir- 
cumstances. The  credit  of  the  diagnosis  must  be  attributed 
to  Professor  Hoffman,  of  Heidelberg,  who  saw  the  case  in 
October,  1892,  and  thought  it  was  one  of  syringomyelia, 
and  the  autopsy  proved  the  accuracy  of  his  diagnosis.  It 
was  noted  in  June,  1885,  that  all  the  muscles,  both  of  the 
arms  and  forearms,  reacted  to  Faradic  and  Galvanic  currents ; 
apparently  there  was  wasting  of  muscles  on  the  flexure  sur- 
faces of  the  forearms,  which  could  be  accounted  for  by  the 
disease  of  the  joints.  The  muscles  of  the  right  thumb  did  not 
respond  to  the  Faradic  current;  those  of  the  left,  however, 
did.  All  the  interossei  muscles  reacted.  The  muscles  of  the 
legs  responded  normally.  No  ansesthesia  was  discovered. 
Fibrillary  twitchings  were  observed  at  times. 

In  April,  1888,  it  was  noted  that  the  muscles  of  the  legs 
and  right  foot  were  not  at  all  wasted ;  that  the  first  phalanx 
of  each  of  the  four  toes  of  the  right  foot  appeared  dislocated 
on  to  the  head  of  the  metatarsal  bone,  and  so  produced  a 
claw-shaped  position  like  that  of  the  hands ;  the  nails  were 
much  wasted,  and  were  undergoing  similar  atrophic  condi- 
tions to  the  nails  of  the  right  hand.  The  left  foot  appeared 
normal,  except  the  toe-nails,  which  were  beginning  to  waste. 
No  other  symptoms  were  noticed,  the  general  health  was 
very  good. 

In  November,  1889,  the  patient  began  to  suffer  from 
girdle  pains  and  attacks  of  nausea. 
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In  January,  1891,  he  liad  several  attacks  of  pemphigus 
on  the  back  and  palmar  surfaces  of  his  hands,  which  were 
generally  preceded  by  a  slight  rise  of  temperature. 

In  October,  1891,  it  was  noticed  that  the  wasting  of  his 
right  finger-nails   had    increased,  and  also  that  there  was 


Fig.  22. 


Diagrams  showing  the  altenitious  in  sensation  in  the  upper 
limbs,  chest,  and  head. 

Normal  temp,  sense. 

Area  of  loss  of  sensibility  to  temperature. 

Area  of  loss  of  sensibility  to  pain. 


apparent  wasting  and  shortening  of  the  terminal  phalanges. 
The  patellar  reflex  was  increased  with  ankle-clonus  on  the 
right  side,  but  there  were  no  other  fresh  symptoms,  except 
that  he  had  several  attacks  of  pemphigus  in  October,  1892. 

The  patient  was  then  seen  by  Professor  Hoffman,  who 
suggested  that  the  case  was  one  of  syringomyelia,  the  promi- 
nent symptoms  being  the  wasting  of  the  muscles,  deformities. 
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and  the  trophic  changes  already  described ;  and  it  was  now 
found  that  whilst  the  tactile  sensibility  was  quite  normal, 
that  to  heat,  cold,  and  pain  was  much  impaired,  and  indeed 
was  almost  absent  over  a  considerable  area  of  the  arms, 
chest,  and  head  (Fig.  22).  The  loss  of  sense  of  temperature 
was  especially  marked  in  the  case  of  cold,  but  was  also 
observed  to  a  considerable  degree  in  the  case  of  heat.  In 
the  lower  extremities  we  noticed  a  slight  spastic  paraplegia, 
with  increased  knee-jerks  and  some  ankle-clonus.  The  sen- 
sation was  quite  unaffected  in  the  lower  limbs,  although 
there  was  a  certain  degree  of  ataxic  gait  and  unsteadiness  on 
standing  with  the  feet  together  and  the  eyes  closed.  There 
was  no  trouble  with  the  bladder  or  rectum.  The  pupils 
reacted  normally  to  both  light  and  accommodation ;  there 
was  no  paralysis  of  any  ocular  muscle,  and  no  nystagmus 
was  observed.  There  was  no  affection  of  any  other  special 
sense.  No  area  of  altered  sensation  was  supplied  by  the 
fifth  cranial  nerve.  The  viscera  were  normal  and  the  general 
health  was  good. 

On  March  5,  1898,  in  the  afternoon,  the  patient  had  a 
fainting  fit  for  a  few  minutes.  Next  morning  it  was  noticed 
that  he  had  great  difficulty  in  speaking,  that  the  tongue  was 
protruded  towards  the  right  side,  and  the  lower  half  of  the 
face  on  the  right  side  seemed  paralysed.  The  right  arm  and 
leg  were  slightly  weak,  and  the  head  was  turned  a  little  to  the 
left  side.  The  patient  understood  all  that  was  said  to  him,  and 
seemed  to  want  to  reply,  but  was  unable  to  do  so.  He  could 
only  articulate  simple  words,  such  as  "yes,"  "no,"  "one," 
"two."  The  knee-jerks  were  much  increased  on  both  sides; 
there  was  no  ankle-clonus ;  the  plantar  reflexes  were  slightly 
increased.  As  far  as  could  be  made  out,  the  difficulty  in 
speech  seemed  to  have  come  on  gradually  and  without  loss 
of  consciousness. 

On  March  7  the  patient  had  considerable  difficulty  in 
swallowing.  The  pupils  remained  dilated,  but  acted  to  light. 
The  legs  were  in  a  state  of  extreme  spasm,  and  could  only  be 
flexed  with  difficulty. 

On  March  10  the  right  arm  and  leg  were  noticed  to  have 
lost  all  power.  The  patient  was  semi-comatose,  and  he  began 
to  suffer  from  hypostatic  pneumonia  and  bronchitis.  His 
temperature  was  l02*4°.  He  could  not  swallow  anything, 
and  it  was  impossible  to  rouse  him  or  to  make  him  under- 
stand any  observations  addressed  to  him. 

This  condition   continued,  the    breathing  became  worse; 
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and  the  patient  died  on  the   12th,  a  week  after  being  taken 
worse. 

Post-mortem  made  twelve  hours  after  death.  Rigor 
mortis  well  marked  in  both  upper  and  lower  limbs.  Scars 
were  noticed  in  front  of  both  shoulder-joints  and  of  the  right 
wrist.  Old-standing  dislocation  of  both  wrists,  left  shoulder, 
right  thumb,  and  outer  end  of  right  clavicle.  Knees,  elbows, 
and  ankles  normal.  On  the  left  hand  were  some  bullje  found 
in  the  following  positions  : — two  on  forefinger,  one  on  second 
and  third  fingers.  The  terminal  joint  of  the  left  thumb  was 
dislocated  forwards ;  nails  normal.  The  nail  of  the  right  little 
finger  was  absent ;  on  the  other  digits  of  the  right  hand  the 
nails  were  much  wasted  ;  all  the  terminal  phalanges  except 
those  on  the  little  finger  were  much  shortened  and  atrophied. 

The  lungs  showed  well  marked  hypostatic  pneumonia  and 
bronchitis. 

The  spleen  was  enlarged,  and  showed  evidence  of  old  peri- 
splenitis. 

The  kidneys  showed  an  early  stage  of  interstitial  nephritis. 

Nothing  special  was  found  in  the  heart ;  the  left  ventricle 
was  a  little  hypertrophied. 

The  hrain  weighed  3  lbs.  The  left  half  of  the  cerebrum 
was  larger  than  the  right^  and  the  convolutions  were  more 
flattened ;  over  the  motor  areas  there  were  signs  of  some 
softening  (Fig.  23).  The  right  lobe  of  cerebellum  was  much 
smaller  than  the  left ;  the  under  surfaces  of  both  halves, 
especially  that  of  the  right,  were  hollowed  out  a  little,  and 
the  membranes  over  this  part  were  thrown  into  folds  (cysts). 

On  making  vertical  sections  of  the  cerebrum  a  small 
hsemorrhage  was  found  just  under  the  lower  part  of  the  left 
frontal  convolution,  and  this  section  showed  a  few  more  tiny 
haemorrhages  in  the  white  matter. 

The  lateral  ventricles  were  considerably  dilated,  especially 
the  left ;  the  iter  a  tertio  ad  quartum  ventriculum  was  also 
dilated,  but  the  fourth  ventricle  was  not. 

The  right  occipital  lobe  was  much  atrophied  along  the 
calcarine  fissure.  There  was  considerable  atheroma  of  the 
basal  arteries,  especially  of  the  left  middle  cerebral,  and  the 
lumen  of  this  vessel  was  blocked  by  a  white  thrombus,  and  in 
consequence  there  was  considerable  softening  of  the  cortex, 
especially  in  the  parietal  region. 

The  fourth,  fifth,  and  sixth  cervical  vertebrae  were  anchy- 
losed  together,  and  there  were  some  bony  outgrowths  project- 
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iug  back  into  the  lumen  of  tlie  spinal  canal,  and  to  these  the 
dura  mater  was  tirmly  adherent. 

On  cutting  through  the  spinal  cord  in  the  cervical  region 
it  was  at  once  apparent  that  a  central  cavity  existed. 


FlO.  23. 


Fig.  24. 


Frontal  section  of  cerebral  hemispheres  showing  softenhig  on  the  left  side. 


From  transverse  sections  of  the  cord  w4nch  were  made  by 
Dr.  James  Taylor  and  stained  by  Pal's  method,  and  also 
by  carmine  and  by  hematoxylin  in  the  ordinary  way,  the 
following  changes  were  made  out : 

In  the  lower  dorsal  region  there  was  no  cavity  m  the  cord, 
which  was  normal  with  the  exception  of  the  posterior  grey 
commissure,  which  was  spindle-shaped,  being  very  wide  from 
before  back  at  the  middle  line.  The  central  canal  could  not 
be  made  out,  but  its  place  was  taken  by  an  overgrowth  of 
nuclear  cells.  A  collection  of  these  cells  was  particularly 
noticed  at  the  junction  of  the  posterior  commissure  with  the 
necks  of  the  anterior  and  posterior  horns  on  either  side,  but 
the  increase  of  the  cells  was  not  particularly  noticed  around 
the  blood-vessels. 

In  the  iqjj^er  dorsal  region  all  the  central  grey  matter, 
except  the  extreme  anterior  part  of  the  anterior  horns,  was 
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occupied  by  a  cavity  which  extended  transversely  across  the 
cord  from  the  level  of  one  anterior  horn  to  that  of  the  other. 
The  cavity  formed  a  narrow  transverse  slit,  with  its  anterior 
and  posterior  walls  almost  in  apposition.  The  posterior  com- 
missure behind  the  cavity  was  enlarged  in  its  antero-posterior 
diameter,  especially  opposite  the  posterior  median  septum, 
and  was  composed  of  gelatinous  grey  substance ;  surrounding 
the  cavity  in  this  substance  were  layers  of  cells. 

The  anterior  commissure  was  very  slightly,  if  at  all, 
represented. 

The  cells  of  the  anterior  horns  were  not  affected. 

In  the  cervical  region.,  extending  transversely  in  the  pos- 
terior commissure  from  the  inner  side  of  one  anterior  horn  to 
that  of  the  other  side,  was  a  cavity.  This  cavity  was  bounded 
by  a  sinuous  edge,  Avhich  appeared  to  be  made  up  of  fine  fibres; 
the  posterior  wall  of  the  cavity  was  formed  of  the  gelatinous 
grey  matter,  and  behind  this  were  layers  of  cells.  In  front 
there  was  no  anterior  commissure,  but  the  cavity  was  bounded 
by  a  narrow  wall,  which  Avas  formed  by  the  pia  mater  of  the 
anterior  median  fissure;  next  to  the  cavity  there  were  in  this 
wall  several  layers  of  oval  cells,  which,  from  their  size  and 
arrangement,  were  probably  derived  from  the  ependyma. 
The  anterior  horn  on  both  sides  was  composed  of  fine  nuclear 
cells,  with  very  little  of  the  fine  plexus  of  fibres  of  the  spongy 
grey  matter  left.  The  tissue  was  much  broken  down,  forming 
one  or  two  cavities  quite  distinct  from  the  central  cavity. 
There  were  a  few  cells  in  the  anterior  horn,  but  they  had  no 
processes.  The  part  of  the  posterior  commissure  behind  the 
central  cavity  was  composed  of  a  thick  network  of  fibres 
staining  deeply  with  carmine,  with  rows  of  nuclear  cells 
between   the   fibres    (?   substantia  gelatinosa  centralis),   and 

gave  the  appearance  of  a  ' , ',  the  arms  of  which  were 

prolonged  into  the  neck  of  the  cornua,  pushing  the  spongy 
network  before  them,  so  as  to  extend  almost  to  the  white 
antero-lateral  columns. 

The  blood-vessels  were  well  marked,  the  coats  of  the 
arteries  thickened,  and  the  space  containing  the  artery  and 
its  vein,  especially  the  anastomotic  branch  of  the  antero- 
spinal,  were  enlarged. 

The  posterior  roots  in  the  cervical  region  showed  several 
nerve-fibres,  in  which  the  myelin  was  much  enlarg-ed  and  no 
axis-cylinder  to  be  made  out.  There  was  no  definite  sclerosis 
in  the  lateral  columns,  but  the  medullated  fibres  were  fewer 
in  number  in  those  columns. 


DESCRIPTION  OF  PLATE  III, 
To  illustrate  Dr.  Beevor's  and  Mr.  Lunn's  Case  of  Syringomyelia. 

The  upper  figure  is  a  mici'opliotogi'apli  of  a  transverse  section  of 
the  spinal  cord  through  the  middle  of  the  cervical  enlargement, 
stained  by  haematoxylin,  and  it  shows  the  central  canal  very  much 
dilated.  The  anterior  columns  are  seen  at  the  lower  half  of  the  figure 
with  the  anterior  fissure  between  them. 

The  lower  figure  is  from  a  section  through  the  upper  dorsal 
region  of  the  spinal  cord,  and  shows  the  central  canal  enlarged,  but 
to  a  less  extent.  The  anterior  columns  are  seen  in  the  upper  half  of 
the  field. 
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Fig.  2. 


CoUol^pe  by  Datiielsson  &■  Co. 
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The  left  wrist  showed  backward  dislocation  of  radius  and 
ulna. 

The  right  shoulder  :  the  head  of  humerus  was  in 
normal  position ;  backward  dislocation  of  acromial  end  of 
clavicle. 

The  elbows,  hips,  left  foot,  and  ankle-joints  were  normal. 

The  big  toe  of  the  right  foot  had  been  amputated  thirty 
years  ago.  The  nails  on  the  right  hand  and  foot  were  much 
atrophied  and  wasted. 

Description  of  parts  sent    to    Mr.    Targett  for   examination, 
including  the  left  shoulder-joint  and  the  right  hand. 

Left  shoulder-joint  (Fig.  25). — The  anterior  half  of  the  gle- 
noid cavity  was  entirely  worn  away,  and  a  new  socket  for  the 
head  of  the  humerus  was  formed  upon  the  front  of  the  neck  and 
subscapular  fossa.  The  margins  of  this  socket  were  largely 
composed  of  new  bone.  The  head  of  the  humerus  was  like- 
wise misshapen,  being  flattened  considerably  from  before 
backAvards ;  its  surface  in  contact  with  the  scapula  was 
largely  deficient  of  cartilage,  and  in  places  eburnated,  while 
that  opposed  to  the  capsule  of  the  joint  was  much  nodulated. 
Movements  in  this  articulation  were  apparently  very  limited. 
As  regards  the  interior  of  the  capsule  and  the  articular  sur- 
faces generally  the  aspect  was  that  of  osteo-arthritis.  The 
synovial  membrane  was  beset  with  villous  processes,  and 
embedded  in  the  fibrous  tissue  were  the  usual  additamentary 
bones. 

Right  icrist-joint. — Here  a  considerable  amount  of  de- 
formity was  noted  in  consequence  of  the  partial  erosion  of 
the  lower  extremity  of  the  radius  and  the  subsequent  dis- 
placement of  the  carpus  upwards  and  forwards.  The  latter 
chiefly  articulated  with  a  buttress  of  bone  upon  the  anterior 
surface  of  the  radius,  the  carpal  bones  being  moulded  in 
adaptation.  The  capsule  of  the  joint  was  enlarged  and  lax, 
and  its  synovial  membrane  covered  with  villi  and  polypi  of 
various  sizes.  The  membrana  sacciformis  was  not  especially 
enlarged,  but  the  capsule  formed  a  marked  bulging  beneath 
the  extensor  tendons  on  the  wrist.  Many  of  the  intercarpal 
joints  were  larger  than  normal,  and  some  of  them  showed 
destruction  of  their  articular  cartilage.  The  changes  in  the 
parts  examined  seemed  quite  indistinguishable  from  those  of 
osteo-arthritis.  The  erosion  was  nowhere  excessive,  and  the 
cartilaginous  outgrowths  and  new  bone  formation  not  more 
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than  commouiy  met  with  in  such  joints.  I  think  that  in  the 
absence  of  a  clinical  history  these  articulations  would  have 
been  regarded  as  typical  examples  of  osteo-arthritis. 


Fig.  25. 


Left  shoulder-joint,  to  show  head  of  liumerus  above  and 
glenoid  cavity  below. 


Bones  of  right  hand  (Figs.  26  and  27). — The  shafts  of  the 
metacarpals  and  first  phalanges  seemed  somewhat  small  in 
proportion  to  their  articular  ends ;  but  as  there  were  out- 
growths of  cartilage  on  the  heads  of  the  metacarpals  the 
appearances  may  have  been  delusive.     The  skin  of  the  hand 
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was  removed  entire  together  with  the  terminal  phalanges; 
hence  the  condition  of  the  latter  was  not  examined.  The 
position  of  the  fingers  is  shown  in  the  photographs.  Per- 
haps the  most  noticeable    feature    about  them  is  the  con- 

FiG.  26. 
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Right  hand,  palmar  aspect,  to  show  atrophy  of  phalanges 
and  nails. 

dition  of  the  nails,  which  are  much  incurved,  thickened,  and 
deformed. 

Each  nail  is  raised  from  its  bed,  and  projects  at  an  angle 
from  the  end  of  the  digit.  Its  cavity  was  filled  with  horny 
material,  and  the  whole  nail  was  very  small  and  narrow. 
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Reviarks. — The  case  having  been  under  observation  for  ten 
yearSj  presents  two  special  groups  of  phenomena. 


Fig.  27. 


Bones  of  right  hand,  to  show  dislocation  of  wrist,  and  outgrowth 
of  cartilage  on  the  heads  of  the  metacarpal  bones. 

(1)  Wasting  of  muscles  in  the  arms  and  shoulders  more 
or  less  symmetrical,  but  especially  affecting  the  intrinsic 
muscles  of  the  hands. 

(2)  Sensory  symptoms  chiefly  of  the  nature  of  impaired 
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sensibility  to  heat  and  cold,  and  insensibility  to  pain,  while 
the  tactile  sensibility  remained  normal. 

(3)  Trophic  changes.  In  addition,  the  trophic  changes 
noticed  in  the  digits,  joints,  and  nails,  and  well-marked 
changes  in  the  skin,  as  pemphigus,  and  painless  whitlows, 
constitute  a  well-marked  feature  of  the  disease. 

Pathologically,  syringomj^elia  is  usually  described  in 
text-books  as  of  two  forms.  (1)  Dilation  of  a  normal  central 
canal  of  the  cord.  (2)  A  new  growth  in  the  central  part  of 
the  cord,  often  with  cavity  formation,  sometimes  associated 
with  new  growths  elsewhere  (glioma,  syphilis  and  sarcoma). 
The  explanation  of  the  symptoms  depends  on  the  fact  that 
the  dilated  canal  or  new  growth  to  a  considerable  degree 
destroys  the  ganglion-cells  in  the  anterior  cornu,  thus  pro- 
ducing wasting  in  the  muscles  and  fibrillar  movements  as 
in  progressive  muscular  atrophy,  and  trophic  joint  changes 
with  consequent  deformities;  and  as  the  condition  is  gener- 
ally met  with  in  its  most  marked  degree  in  the  upper  part  of 
the  cord,  the  arms  are  chiefly  affected. 

In  this  case  the  long  duration  of  the  symptoms  (ten  years) 
points  probably  to  the  fact  that  it  belongs  to  the  group  of 
cases  dependent  on  a  congenital  abnormality  taking  on 
process  of  overgrowth,  and  not  to  those  depending  on  new 
growth. 

According  to  the  classification  given  by  Prof.  Hoffman,* 
this  case  would  come  into  the  class  II  a  (j3),  which  is 
characterised  by  a  dilated  central  canal,  around  which  there 
is  a  periependymal  sclerosis,  i.  e.  an  increased  proliferation 
of  the  cells  of  the  ependyma  with  an  overgrowth  of  fibrous 
tissue  around  the  cavity.  Hoffman's  classification  is  as 
follows  : 

I.  Hydromyelus. 
II  a.  Primary  gliosis  (central)  of  cord. 

(a)  Without  cavities,  periependymal  sclerosis. 

0)  With  cavities. 
II  h.  Central  gliomatosis,  with  or  without  cavities. 

The  report  of  the  committee  of  1884  that  the  condition 
was  due  to  a  central  nervous  affection,  and  that  it  Avas  akin 
to  Avhat  is  known  as  Charcot's  disease,  has  proved  to  be  cor- 
rect, but  at  that  time  the  peculiar  affection  of  sensation,  viz. 
loss  to  pain  and  to  heat  and  cold,  with  retention  of  tactile 
*  "  Zur  Lehve  von  der  Syringomjelie,"  Deutsch.  Zeitschr.f.  NervenheilJcunde, 
Bd.  iii. 
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sensibility  whicb  is  now  known  to  be  characteristic  of  syringo- 
myelia, had  not  been  worked  out,  and  consequently  the  dia- 
gnosis of  this  disease  could  not  be  made.  We  are  greatly  in- 
debted to  Professor  Hoifman,  of  Heidelberg,  for  his  extreme 
interest  and  help  in  the  diagnosis  of  the  case.  In  conclusion, 
we  are  anxious  to  acknowledge  most  cordially  the  assistance 
that  we  have  received  throughout  this  long  and  intricate 
case,  and  for  the  admirable  sections  made  by  Dr.  James  Taylor. 
The  hands  exhibited  were  mounted  by  Mr.  Targett,  who  also 
furnished  photographs  of  them,  and  for  his  help  we  have  to 
return  him  our  heartiest  thanks.  We  wish  also  to  tender  our 
best  thanks  to  Mr.  Nolan,  of  Guy's  Hospital,  for  his  excellent 
photographs  of  the  sections,  and  to  the  assistants  for  the 
careful  notes  they  made  for  us  during  the  long  progress  of 
the  case. 
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XL. — A  Case  of  Enteric  Fever  occurring  in  a  diabetic 
subject.  By  Gr.  V.  Poore,  M.D.  Read  May  11, 
1894. 

rp  H.,  ^^et.  35,  married,  a  painter,  engaged  at  the  railway 
X  •  works  at  Wolverton,  was  admitted  to  University  College 
Hospital  on  October  5,  1893.  He  was  suffering  irom  dia- 
betes of  moderate  severity  and  there  were  no  facts  in  his 
family  or  personal  history  which  threw  any  light  on  his  trouble. 
He  remained  in  hospital  until  January  27,  1894,  a  period  of 
sixteen  weeks  and  two  days.  His  condition  was  closely 
observed,  and  (thanks  to  the  zeal  and  energy  of  my  house 
physician,  Mr.  Streatfeild,  and  of  Mr.  Ghani  and  Mr.  Connell, 
the  clinical  clerks  who  successively  had  charge  of  the  case)  no 
less  than  105  separate  estimations  were  made  of  the  amounts 
of  urea  and  sugar  voided  in  successive  periods  of  twenty-four 
hours. 

On  November  16,  1893,  the  patient  being  then  on  a  strict 
diabetic  diet  developed  enteric  fever,  which  continued  for 
six  weeks  exactly  (from  November  16  to  December  28  inclu- 
sive). Herein  lies  the  special  interest  of  the  case,  and  my 
object  in  bringing  it  before  the  Clinical  Society  is,  mainly,  to 
direct  attention  to  the  effect  of  an  intercurrent  attack  of 
continued  fever,  upon  the  output  of  urea  and  sugar. 

The  febrile  attack  might  be  called  one  of  simple  continued 
fever  without  complications.  There  was  no  diarrhoea,  but  the 
stools,  which  were  the  result  of  daily  enemata,  were  many  of 
them  characteristic  of  typhoid.  He  never  had  during  his 
attack  of  fever  more  than  one  stool  per  diem,  and  during  the 
forty-two  days  of  fever  there  were  forty-one  stools.  He 
had  headache  in  the  early  days,  a  characteristic  tongue,  a 
few  typical  spots,  and  a  slightly  distended  abdomen,  so  that 
we  had  little  hesitation  in  regarding  the  fever  as  enteric. 
The  cause  of  the  attack  is  doubtful.  During  his  stay  in  hos- 
pital there  were  other  cases  admitted  to  the  wards,  and  it  is 
possible  that  he  may  have  been  infected  accideiitally  ;  but  as 
at  the  time  of  his  attack  he  was  eating  plentifully  of  water- 
cress, I  have  looked  suspiciously  at  this  as  being  possibly 
the  cause  of  the  enteric  fever. 

In  order  to  reduce  this  view  of  the  case  to  a  manageable 
form  I  have  divided  it  into  sixteen  weekly  periods  (Table  I),. 
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aud  to  this  end  I  have  simply  added  together  the  daily  numbers 
for  each  successive  period  of  seven  days.  In  the  few  in- 
stances in  which  the  hgures  for  a  day  have  been  wanting  I 
have  supplied  the  omission  by  taking  the  average  of  the 
figures  actually  recorded. 

In  Table  II  I  have  summarised  these  weekly  results,  and 
have  given  a  statement  of  the  patient's  condition  during  five 
different  periods,  having  for  the  sake  of  comparison  reduced 
the  numbers  of  each  period  to  the  form  of  a  weekly  average. 

The  periods  into  which  the  case  is  naturally  divided  are  as 
folloAVS  : 

1.  One  week  during  which  the  patient  was  upon  ordinary 
diet. 

2.  Five  weeks  during  which  the  patient  was  taking  a 
strict  diabetic  diet. 

3.  Six  weeks  during  which  the  patient  was  suffering  from 
enteric  fever. 

4.  Two  weeks  succeeding  the  fever  during  which  the  tem- 
perature was  subnormal. 

5.  Two  weeks  of  normal  temperature,  during  which  the 
patient  was  in  his  normal  (diabetic)  condition. 

I  have  no  evidence  to  offer  that  any  pharmaceutical  pre- 
paration had  any  effect  upon  the  discharge  of  sugar.  During 
his  stay  he  took  opium,  salicylate  of  soda,  pancreatic  extract 
(by  the  mouth),  and  l^vulose.  While  he  was  taking  opium 
(the  diet  being  unrestricted)  the  discharge  of  sugar  increased. 
The  discharge  of  sugar  rose  also  after  the  adminstration  of  so- 
called  '' Isevulose,"  which  was  found  on  analysis  to  contain  20 
per  cent,  of  dextrose.  Prior  to  the  onset  of  the  fever  the 
bowels  were  kept  rather  freely  open  by  saline  purgatives. 

Table  II  will  show  that  the  effect  of  diet  was  very  marked. 

Before  dieting,  his  weekly  average  amounted  to  1218  ounces 
of  urine,  of  specific  gravity  1040,  containing  7900  grains  of 
urea  and  22,218  grains  of  sugar. 

After  dieting,  his  weekly  averages  (for  five  weeks) 
amounted  to  673  ounces  of  urine,  of  specific  gravity  1026,  and 
containing  6118  grains  of  urea  and  3781  grains  of  sugar 
(slightly  more  than  one  sixth  of  the  amount  of  sugar  pre- 
viously discharged).  During  this  period  the  discharge  of 
sugar  aud  urea  was  least  in  the  second  week,  and  then  pro- 
gressively increased  until  the  onset  of  the  fever. 

In  the  third  period  (six  weeks  of  fever)  the  weekly  average 
amounted  to  491  ounces  of  urine,  of  specific  gravity  1016,  and 
containing  4263  grains  of  urea  and  1214  grains  of  sugar. 
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During  the  period  of  subnormal  temperature  (two  weeks) 
the  figures  readied  their  lowest  point,  and  amounted  to  a 
weekly  average  of  644  ounces  of  urine,  of  specific  gravity  1014, 
and  containing  3577  grains  of  urea  and  989  grains  of  sugar. 
During  this  period  there  were  three  days  (January  2,  3,  4)  on 
which  no  trace  of  sugar  could  be  found  in  the  urine. 

During  the  fifth  period,  the  last  two  weeks  in  hospital,  the 
figures  rose  again,  and  the  weekly  average  amounted  to  537 
ounces  of  urine,  of  specific  gravity  1035,  and  containing  6105 
grains  of  urea  and  7511  grains  of  sugar.  Thus  the  weekly 
average  amounts  of  urine,  urea,  and  sugar  of  these  five  periods 
were  as  follows : 


Ounces  of  urine. 

Grains  of  urea. 

Grains  of  sugar. 

Ordinary  diet           1,218 

Diabetic  diet : 

7,900 

22,218 

(a)  Normal  temperature...        673 
(i)  During  fever              ...        491 

(c)  Subnormal  temperature        644 

(d)  Normal              „       ...        537 

6,118 
4,263 
3,577 
6,105 

3,781 

1,214 

989 

7,511 

The  onset  of  fever  was  marked  by  a  very  sudden  change 
in  the  condition  of  the  urine.  Thus  on  the  day  preceding 
the  fever  (November  15)  the  patient  passed  107  ounces  of 
urine,  containing  1284  grains  of  urea  and  889  grains  of  sugar ; 
and  on  the  first  day  of  fever  (November  16)  the  numbers 
were  93  ounces  of  urine,  containing  1000  grains  of  urea 
and  235  grains  of  sugar.  If  we  take  the  total  output  for 
the  3  days  preceding  (November  13,  14,  15)  the  fever,  and 
contrast  it  with  that  of  the  first  three  days  of  fever,  the 
change  is  very  marked. 


Ounces  of  urine. 

Grains  of  urea. 

Grains  of  sugar. 

November  13, 14,  and  15 

310 

3839 

2531 

16,  17,  and  18 

235 

2100 

546 

Thus  in  the  first  three  days  of  fever  as  contrasted  with 
the  three  preceding  days  the  amount  of  urine  was  diminished 
by  75  ounces,  the  urea  by  1739  grains,  and  the  sugar  by  1985 
grains. 

The  cause  of  the  rise  of  temperature  was  not  at  first  dia- 
gnosed, so  that  no  arbitrai-y  change  of  diet  was  made  imme- 
diately at  the  onset  of  fever.  There  may  have  been  loss  of 
appetite,  and  the  less  amount  of  nitrogenous  food  consumed 
(or  assimilated)  may  have  been  sufiicient  to  account  for  the 
fall  in  the  output  of  urea. 

The  figures  lend  no  support  to  the  theory  that  the  output 
of  urea  is  increased  durins-  fever. 
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The  statement  that  during  fever  the  discharge  of  sugar 
by  diabetics  is  lessened,  or  ceases  altogether,  appears  to  be 
generally  accepted  ;  but  it  will  be  observed  that  in  this  case 
the  total  disappearance  of  the  sugar  did  not  occur  until  the 
fifth,  sixth,  and  seventh  days  after  the  complete  cessation  of 
fever,  viz.  on  the  2nd,  3rd,  and  4th  of  January,  1894,  when 
the  temperature  was  97*1'^. 

On  these  three  days  the  output  was  as  follows  : 

Ounces  of  uriue.       Grains  of  urea.       Grains  of  sugar. 
January  2,  3,  and  4      29-4         ...         1088         ...         ^'il 

On  looking  through  the  recoi'ds  of  this  case  to  see  if  there 
was  any  relation  between  the  output  of  sugar  and  the 
increase  or  decrease  of  any  of  the  other  symptoms  recorded, 
the  results  were  at  first  negative.  There  was  no  relation 
between  the  output  and  the  temperature.  True,  the  least 
amount  of  sugar  was  when  the  temperature  was  at  its  lowest, 
but  the  next  least  amount  was  during*  the  febrile  period,  when 
the  temperature  was  highest.  During  the  six  weeks  of  fever 
the  amount  of  sugar  varied,  and  the  variations  bore  no  definite 
relation  to  the  variations  in  temperature. 

There  was  equally  no  correspondence  between  pulse-rate 
and  the  sugar  voided.  The  pulse  was  at  its  lowest  point  (57) 
in  the  first  week  when  the  amount  of  sugar  was  at  its  highest, 
and  the  same  pulse-rate  was  observed  when  the  sugar  out- 
put was  at  its  lowest  in  the  post-febrile  period.  The  attempt 
to  show  any  relation  between  the  rate  of  respiration  and  the 
sugar  output  also  gave  a  negative  result. 

When,  however,  we  examine  the  pulse-respiration  ratio 
we  seem  to  find  some  correspondence  between  it  and  the 
amount  of  sugar  voided.  It  appears  that  the  sugar  output 
declined  as  the  pulse-respiration  ratio  declined,  and  that 
when  the  respirations  increased  in  proportion  to  the  number 
of  heart-beats  the  amount  of  suffar  lessened. 


Sujsar  per  week. 

Pulse. 

Respiration. 

P. 
R. 

1st  period  (without  diet) 

...      22,218 

r>7 

14 

4-07 

2nd  period  (with  diet) 

...       3,781 

61 

17 

3-6 

3rd  period  (febrile) 

1,214 

69 

21 

3-4 

4th  period  (post-febrile) 

989 

Gl 

18 

3-4 

January  2,  3,  and  4 

0 

54 

18 

30 

A  glance  at  the  above  table  shows  that  (if  we  exclude  the 
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febrile  period)  tlie  output  of  sugar  fell  as  the  value  of-^-_ 
declined.  R- 

It  is  interesting  to  note  that  during  the  first  week  when 
the  diabetic  symptoms  were  strongly  marked,  not  only  were 
the  rates  of  pulse  and  respiration  exceptionally  slow,  but  the 
pulse-respiration  ratio  was  at  its  highest,  there  being  only 
14  respirations  per  minute  to  57  beats  of  the  pulse.  As  soon 
as  the  patient  was  dieted  the  rates  of  pulse  and  respiration 
were  notably  quickened,  but  while  respiration  rose  from  14 
to  17  (22  per  cent.)  the  pulse  only  rose  from  57  to  61  (7  per 
cent.). 

An  increase  of  respiration  without  a  proportionate  increase 
in  pulse-rate  (the  lungs  continuing  healthy)  may  fairly  be 
taken  to  mean  that  the  combustion  in  the  body  is  more  per- 
fect, and  that  more  carbonic  acid  escapes  from  the  lungs  in 
proportion  to  the  work  of  the  body.  Some  of  the  carbon 
which  would  otherwise  appear  in  the  urine  as  sugar  escapes 
by  the  lungs  in  the  form  of  carbonic  acid.  It  is  to  be  noted 
that  the  pulse-respiration  ratio  has  been  calculated  upon 
averages  and  not  upon  single  observations,  so  that  we  run 
less  chance  of  accidental  errors. 

In  the  tables  which  accompany  this  paper  I  have  given 
the  number  of  heart-beats  and  respiratory  movements  taking 
place  in  each  week,  numbers  obtained  by  multiplying  the 
average  rate  of  pulse  and  respiration  respectively  by  the 
figure  10,080,  which  is  the  number  of  minutes  contained  in  a 
week. 

These  figures  are  very  large,  and  their  importance  is 
brought  out  by  comparing  the  first  week  before  the  patient 
was  dieted,  when  the  sugar  was  at  its  highest  (22,218  grs.), 
with  the  week  ending  January  6,  when  the  sugar  was  at  its 
lowest  (148  grs.). 

In  both  these  weeks  the  pulse-rate  was  the  same  (57),  and 
the  total  beats  of  the  heart  in  each  week  was  574,560 ;  but 
while  in  the  first  week  the  rate  of  respiration  was  14,  and 
the  total  respirations  may  be  estimated  at  141,120,  in  the 
week  ending  January  6  the  rate  of  respiration  was  18,  and 
the  total  respirations  may  be  estimated  at  181,440,  or  an 
increase  of  40,320  respirations  in  the  week,  which  means  an 
elimination  of  over  800,000  extra  c.c.  of  carbonic  acid. 

The  importance  of  this  fact  (if  fact  it  be),  that  the  output 
of  sugar  bears  some  relation  to  the  pulse-respiration  ratio,  was 
not  appreciated  while  the  patient  was  in  hospital.  This,  of 
course,  in  one  sense,  is  fortunate,  because  the  pulse  and  respi- 
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ration  rates  were  not  taken  with  any  preconceived  notion, 
such  as  might  have  given  bias  to  the  observer.  It  is  unfor- 
tunatCj  however,  that  for  the  last  fortnight  of  the  patient's 
stay  in  hospital  (when  he  was  regarded  as  practically  well) 
the  respiration  rates  were  not  recorded.  The  pulse,  however, 
it  will  he  observed,  became  rapid  at  this  time,  and  my  obser- 
vations of  the  patient  do  not  lead  me  to  think  that  there 
was  any  proportionate  increase  in  the  respirations.  This  is 
uncertain,  and  I  have  omitted  the  last  fortnight  from  my 
calculations. 

In  Table  I  the  weights  of  the  patient  at  different  times 
are  recorded.  It  will  be  observed  that  as  soon  as  he  was 
dieted  his  weight  began  to  increase.  Between  October  9 
and  November  10  his  weight  increased  from  8  st.  9  lbs.  to 
9  st.  4  lbs.,  a  gain  of  9  lbs.  in  thirty-two  days,  or  4^  ounces 
per  diem.  If  we  may  assume  that  he  continued  to  gain  in 
weight  at  half  the  same  rate  up  to  the  commencement  of  the 
fever,  it  is  probable  that  on  November  16  he  weighed  nearly 
9  st.  5  lbs.  On  January  10  (twelve  days  after  the  termina- 
tion of  the  fever)  he  weighed  8  st.  b-^  lbs. ;  and  on  January  24 
he  weighed  9  st.  2^  lbs.,  a  gain  of  11  lbs.  in  fourteen  days; 
and  if  we  may  assume  that  he  had  gained  at  a  similar  rate 
between  December  28  (day  of  the  termination  of  the  fever) 
and  January  10,  this  would  make  his  weight  at  the  termina- 
tion of  the  fever  7  st.  8^  lbs.  Actual  record  shows  that  he 
lost  12|-  lbs.  during  his  fever,  but  he  must  have  lost  more 
than  this,  and  our  calculations  make  it  probable  that  his  six 
weeks'  fever  cost  him  24  lbs.  of  body-weight.  Be  this  as  it 
may,  it  is  interesting  to  note  that  his  greatest  freedom  from 
glycosuria  occurred  not  only  when  the  body  temperature  was 
depressed,  but  at  a  time  when  the  needs  of  the  body  were 
great,  and  he  was  replacing  the  loss  of  weight  which  the 
fever  had  cost  him. 

The  facts  of  this  case  are  of  undoubted  interest,  otherwise 
I  should  not  have  troubled  the  Clinical  Society  with  the 
narration  of  them. 

As  to  the  speculations  concerning  the  relation  between 
sugar  output  and  pulse-respiration  ratio,  I  have  no  desire 
that  they  should  be  taken  for  more  than  they  are  worth.  That 
there  was  such  a  relation  in  the  case  under  review  seems  un- 
doubted, but  one  case  is  insufficient  to  ground  a  theory  upon. 
I  trust  that  members  of  the  Society  will  observe  the  point, 
and  help  to  show  whether  such  a  relation  be  due  to  accident 
or  necessity. 
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With  regard  to  the  pathology  of  diabetes  we  are  still  pro- 
foundly in  the  dark.  Derangements  of  the  nervous  system, 
liver,  and  pancreas  seem  all  capable  of  producing  glycosuria. 

Have  we  paid  sufficient  attention  to  the  condition  of  the 
parotid  and  other  salivary  glands,  and  are  these  glands  ever 
systematically  examined  post  mortem  ?  I  ask  the  question 
because  I  think  I  have  noticed  a  similarity  of  facial  outline  in 
several  young  diabetics  with  smooth  faces.  This  peculiarity 
consists  in  a  certain  prominence  in  the  outline  of  the  masseter 
muscles  such  as  I  have  not  observed  in  other  wasting  diseases. 
Is  this  caused  by  an  atrophic  condition  of  the  parotids  ?  Is 
there  often  a  previous  history  of  mumps  in  young  diabetics  ? 
These  are  points  which  I  think  are  worth  attending  to.  The 
diabetic  is  unable  to  make  use  of  starchy  food.  This  some- 
times depends  upon  disease  of  the  panci'eas.  Are  the  salivary 
organs  ever  at  fault  ?  I  am  sorry  to  leave  this  question  in 
interrogatory  form.  I  have  no  answer  to  give,  but  on  pon- 
dering the  question  I  call  to  mind  one  diabetic  (an  adult) 
whose  disease  was  certainly  accelerated  after  an  attack  of 
mumps.     The  point  seems  to  me  to  be  worthy  of  attention. 
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XLI. — Haemoglobhmria  from  Muscular  Exertion.     By 
Lee  Dickinson,  M.D.     Read  May  11,  1894. 

HEMOGLOBINURIA  from  muscular  exertion  does  not 
often  come  under  medical  notice.  Its  best  examples  are 
not  associated  witli  illness,  and  it  can  only  be  called  a  clinical 
phenomenon  in  that  liberal  use  of  the  word  which  includes 
all  that  may  be  of  medical  interest  in  the  living  subject. 

The  three  following  cases  are  examples  of  htemoglobinuria 
of  this  kind.  The  first  came  under  my  own  observation. 
For  notes  of  the  other  two  I  am  indebted  to  gentlemen  who 
were  the  subjects  of  the  hsemoglobinuria  which  they  described. 

Case  1. — A  medical  student  aged  19,  accustomed  to  ath- 
letics, but  who  since  the  previous  autumn  when  he  entered 
the  school  of  a  London  hospital  had  necessarily  enjoyed  less 
physical  exercise  than  formerly,  first  noticed  abnormality  of 
the  urine  after  running  a  three-mile  race  on  a  hot  day  in 
summer.  He  was  in  good  health,  but  untrained.  In  the  race 
he  was  not  pressed,  but  won  easily,  and  there  was  no  grave 
distress  at  its  end.  The  first  urine  passed  after  the  race  was 
scanty,  turbid,  and  so  deeply  red  as  to  excite  wonder,  not  to 
say  alarm. 

During  the  next  two  years  on  three  similar  occasions  the 
same  appearances  were  observed,  and  always  rapidly  passed 
off.  On  one  of  these  occasions,  after  a  mile  race,  there  was 
considerable  temporary  distress  of  the  ordinary  kind  produced 
by  such  exertions,  the  runner  having  been  put  to  his  furthest 
efforts.  I  had  the  opportunity  of  examining  the  urine.  That 
first  passed,  amounting  to  about  four  ounces,  was  of  the 
colour  of  porter  and  highly  turbid.  It  deposited  a  copious 
dark  sediment  consisting  of  granular  debris  and  granular 
casts,  with  no  blood-corpuscles.  The  supernatant  fluid 
appeared  strongly  red  in  a  small  test-tube,  and,  though  not 
submitted  to  the  spectroscope,  was  evidently  freely  imbued 
with  haemoglobin.  It  was  highly  albuminous  (coagulum  =  f). 
A  few  hours  later,  when  the  urine  was  in  larger  quantity,  it 
was  only  slightly  tinged  red  and  slightly  albuminous.  Next 
morning  it  was  normal. 

Case  2. — The  circumstances  of  this  case  were  very  similar 
to  those  of  the  first.     The  subject  was  a  medical  student  of 
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about  the  same  age  and  in  good  health,  in  whom  the  hgemo- 
globinuria  appeared  after  a  three-mile  race.  There  was  no 
serious  exhaustion,  but  some  blueness  from  dyspnoea.  The 
urine  was  not  examined  chemically  or  microscopically,  but 
arrested  attention  by  its  colour  and  gave  rise  to  a  fear  of 
calculus,  of  which,  however,  there  was  no  symptom. 

This  gentleman  tells  me  that  he  learned  from  an  experi- 
enced attendant  at  the  running-ground  that  it  is  not  very 
uncommon  for  the  urine  to  appear  bloody  after  a  severe  run, 
especially  at  the  beginning  of  training. 

Case  3. — In  this  case  the  haemoglobinuria  occurred  on  two 
successive  days  after  a  hard  game  of  lawn  tennis,  the  subject 
of  it  being  a  house  sui'geon  of  a  London  hospital.  Immedi- 
ately after  the  game  the  urine  was  "  of  a  dark  reddish  colour, 
perfectly  clear  with  no  sediment,  containing  no  red  corpuscles, 
but  plenty  of  haemoglobin."  In  the  course  of  two  hours  it 
returned  to  the  normal  condition.  There  was  no  feeling  of 
illness  nor  any  discomfort  beyond  slight  frequency  of  mictu- 
rition. 

The  urine  had  always  been  free  from  albumen. 

Reriiarks. — It  is  now  almost  generally  admitted  that  the 
blood-destruction  upon  which  hjemoglobinuria  a  frigore 
depends  occurs  in  the  general  circulation,  and  that  the  part 
played  by  the  kidneys  is  simply  that  of  excretion.  There  is 
no  reason  to  suppose  that  the  kidnej^s  have  anything  more  to 
do  with  haemoglobinuria  from  exertion,  which  evidently 
depends  upon  extraordinary  blood-destruction  brought  about 
in  some  way  by  muscular  action, — perhaps  merely  an  exagge- 
ration of  the  lalood-destruction  which  is  the  normal  result  of 
exercise. 

Muscular  exertion  of  no  great  severity  is  known  to  be  an 
occasional  cause  of  heemoglobinuria.  A  few  cases  have  been 
traced  to  the  strain  of  military  marching'  or  ordinary  walking,* 
mostly  in  young  men  of  or  about  the  age  of  adolescence. 

Among  adolescents  the  appearance  of  albumen  in  the  urine 
is  stated  to  be  a  comparatively  frequent  result  of  muscular 
exertion.  Dr.  Ralfe  t  considers  that  this  "  functional  albu- 
minuria is  only  a  minor  manifestation  of  haemoglobinuria, 
and  that  the  two  conditions  may  merge  one  into  the  other." 

*  Fleischer,  Berl.  klin.  Woch.,  No.  47,  1882;  East,  Beutsch.  med.  Woc^-> 
No.  52,  1884,  and  No.  34,  1891 ;  Robin,  Gaz.  Med.  de  Paris,  1888 ;  Koster, 
Therapeut.  Monatshefte,  Feb.,  1893. 

t  Lancet,  October  23,  1886,  and  November  24,  1888. 


232  Dr.  Lee  Dickinson's  Cases  of 

In  support  of  this  view  lie  gives  valuable  observations  upon 
the  character  of  the  urine  of  functional  albuminuria,  and 
nai'rates  three  cases  in  the  course  of  which  hgemoglobinuria 
occurred,  though  apparently  as  the  result  of  a  chill,  not  of 
exertion.  Of  sixteen  cases  of  "paroxysmal  albuminuria" 
observed  by  him,  in  four  hfemoglobinuria  had  occurred  at 
some  time  or  other.  Bastianelli*  has  recorded  a  case  still 
more  to  the  point,  in  which  hgemoglobinuria  from  walking- 
alternated  with  albuminuria  from  the  same  cause. 

There  is,  then,  a  condition  which  may  be  called  functional 
h^emoglobinuria,  like  functional  albuminuria,  a  disease 
chiefly  of  adolescence,  and  occurring  in  those  of  a  nervous  or 
dyspeptic  temperament.  It  is  chronic  in  the  sense  of  being 
producible  at  will  by  comparatively  trivial  exertion.  It  pro- 
bably depends  essentially  upon  abnormal  liability  of  the  blood- 
corpuscles  to  destruction. 

On  the  other  hand,  in  cases  like  the  three  which  I  have 
brought  forward  there  is  destruction  of  normal  blood,  and 
so  far  the  hasmoglobinuria  is  comparable  to  that  caused  by 
burns  and  certain  poisons. 

The  possible  importance  of  blood-changes  as  a  result  of 
severe  exertion  was  brought  before  the  "Royal  Medical  and 
Chirurgical  Society  last  May  by  Dr.  Dukes,  who  related  the  case 
of  a  boy  dying  during  a  run,  in  whom  the  only  morbid  post- 
mortem appearance  was  "  disintegration  of  the  blood."  In 
such  a  case,  if  death  had  not  occurred,  the  disintegrated  blood 
must  have  been  excreted  by  the  kidneys  in  the  form  of  hsemo- 
globin  or  one  of  its  derivatives  in  solution,  and  the  detritus 
of  corpuscles,  and  I  suggest  that  such  a  case  differs  from 
those  which  I  have  related  only  in  degree. 

Disintegration  of  the  blood  by  muscular  exertion  is  not 
fully  understood,  but  it  is  probable  that  carbonic  acid  is  largely 
concerned  in  the  process.  Several  years  ago  Professor  Murri 
attributed  to  carbonic  acid  a  partial  responsibility  for  hgemo- 
globinuria  a  f rigor e,  and  in  the  discussion  upon  Dr.  Dukes's 
paper  Dr.  W.  Hunter  pointed  out  how  an  excess  of  this  gas 
may  prof oundly  modify  hfemoglobin  and  the  tissues  associated 
with  it.  Where  there  is  no  great  distress  carbonic  acid 
cannot  have  accumulated  largely  in  the  blood  ;  but  perhaps  the 
wear  and  tear  of  the  red  corpuscles  in  eliminating  an  unusual 
quantity  of  the  gas  may  result  in  the  destruction  of  a  number 
large  enough  to  produce  hemoglobinuria. 

*  Centralblattf.  klin.  Med.,  1889. 
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Haemoglobinuria  of  the  kind  I  have  described  need  not 
be  regarded  too  seriously.  It  is  a  peculiarity  not  of  the  indivi- 
dual but  of  his  condition,  indicating  that  the  muscular  power 
is  relatively  great,  and  that  the  organs  are  sound. 

The  hemoglobinuria  of  horses  is  to  some  extent  analogous 
to  that  discussed  in  this  paper,  though  but  a  symptom  of  a 
sei'ious  disease  attended  by  muscular  lesions  unknown  in  the 
human  subject.*  Simple  hsemoglobinuria  from  severe  exer- 
tion has  not  been  observed  even  in  race-horses  and  hunters. 
Sudden  muscular  rigidity  is  the  first  symptom  of  the  disease, 
the  immediate  cause  of  which  is  exercise  after  a  period 
of  inactivity  and  liberal  diet.  Then  appears  the  hemo- 
globinuria. 

From  recent  observations  by  Pi-ofessor  M'Fadyean  it  is 
probable  that  the  first  pathological  change  is  an  over-produc- 
tion of  red  corpuscles,  but  there  is  no  doubt  that  the  onset  of 
the  symptoms  is  determined  by  muscular  work,  whether  the 
rigidity  which  occurs  so  early  be  the  cause  or  consequence  of 
the  blood-destruction. 

*  Jouni.  of  Comp.  Pathology  and  Therapeutics,  March,  1888,  and  September, 
1893. 
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XLII. — A  Case  of  Peliosis  Bheumatica.  By  Martin 
Randall,  B.A.,  M.B.  (introduced  by  Dr.  Rose 
Bradfoed,  F.R.S.).     Bead  May  11,  1894. 

HARRIET  v.,  aet.  42,  housewife,  admitted  September  4, 
1894,  under  care  of  Dr.  J.  Rose  Bradford.  Patient 
noticed  swelling  and  pain  in  wrists,  knees,  and  elbows  on 
September  2,  with  an  eruption  on  the  right  buttock,  which 
spread  to  the  thigh  and  leg  on  the  same  side  and  also  on 
the  left  side.  All  these  symptoms  first  appeared  in  the 
evening  of  September  2. 

Previotis  history. — Scarlet  fever  nine  years  ago.  Peri- 
tonitis five  years  ago  ;  in  hospital  five  weeks.  Subject  to 
sore  throats.  For  past  five  years  subject  to  profuse  diar- 
rhoea off  and  on,  sometimes  six  to  eight  motions  daily. 
Never  had  rheumatic  fever.  Married  twice ;  two  miscar- 
riages by  first  husband.  Married  again  five  years  ago ; 
three  miscarriages.  During  last  five  years  had  been  a  hard 
drinker,  taking  chiefly  rum  and  beer.  Had  lived  in  England 
all  her  life  save  a  few  months  in  Holland  about  a  year  ago. 

Family  history. — Father  died  of  heart  disease  and  dropsy 
at  seventy-seven.  Mother  alive  ;  has  osteo-arthritis.  Several 
members  of  father's  family  said  to  have  had  cardiac  affec- 
tions. 

State  on  admission. — Patient  is  a  florid  woman  of  forty- 
two.  Mucous  membranes  pale.  The  body  generally  is  well 
nourished;  there  is  no  oedema  anywhere.  Pulse  80,  temp. 
99-4°  F.,  resp.  20. 

Joints. — There  is  tenderness  of  knees  and  ankles,  but 
these  joints  are  neither  swollen  nor  red.  The  wrist-  and 
finger-joints  in  each  hand  are  swollen  and  red ;  they  are 
stiff  and  painful  when  moved  ;  no  other  joints  are  affected. 

Skin. — On  the  groins,  buttocks,  and  thighs  are  numerous 
patches  and  papules,  varying  in  diameter  from  an  eighth  to 
half  an  inch.  Some  are  pale  pink  in  colour  and  raised ;  of 
these  some  have  a  central  hajmorrhagic  spot.  Others  are 
not  raised,  and  are  uniformly  red  or  purple  in  colour ;  a  few 
are  reddish  brown.  All  are  sharply  defined.  They  are  not 
specially  connected  with  the  hair-follicles.  On  the  abdomen 
below  the  umbilicus  are  numerous  ill-defined  brown  or  yel- 
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lowish  spots,  not  raised.  The  skin  is  moist,  but  sweat  is  not 
at  all  excessive. 

Digestive  system. — There  is  complete  loss  of  appetite. 
Patient  is  frequently  sick,  the  vomit  consisting  of  curdled 
milk  in  a  gi-eenish  sour-smelling  watery  fluid.  There  is  no 
blood  in  it.  Nausea  is  extreme.  Bowels  are  not  open. 
Tongue  is  moist,  slightly  coated  with  brown  fur.  Nothing 
abnormal  detected  in  abdomen  except  tenderness  in  the  right 
hypochondriac  region,  with  some  resistance  over  the  same 
area. 

Circulatory  system. — There  is  occasional  syncope  and  pal- 
pitation. Cardiac  impulse  weak ;  no  enlargement  or  dis- 
placement of  heart;  sounds  quite  normal.  Eadial  pulse  80, 
regular,  small,  of  low  tension.  The  arteries  appear  to  be  quite 
healthy. 

Respiratoi-y  system. — Patient  has  a  cough,  and  expecto- 
rates a  little  blood-stained  mucus.  The  only  physical  sign 
detected  in  the  chest  is  slight  impairment  of  resonance  over 
the  left  apex  in  front.  Patient  was  ordered  to  rest  in  bed  and 
to  have  Sod.  Salicyl.,  gr.  x,  every  two  hours,  and  milk  diet. 

September  5. — Patient  suffers  from  extreme  nausea,  with 
almost  constant  retching  and  vomiting.  Salicylate  stopped. 
Tinct.  lod.,  v\iv  in  water  ^j,  ordered  every  two  hours.  No 
fresh  eruption. 

September  6. — Sickness  continues.  Bowels  open  twice. 
Patient  very  restless  and  querulous. 

September  7. — Bismuth  and  hydrocyanic  acid  mixture 
ordered  for  sickness,  as  the  iodine  and  drop  doses  of  Vin. 
Ipecac,  have  been  tried  in  vain.  On  the  upper  arm  on  each 
side  are  new  raised  papules,  with  pink  periphery,  sharply 
defined,  and  a  central  heemorrhagic  spot,  bright  red  in  colour. 
Elbows  are  tender,  but  neither  red  nor  swollen.  The  dorsum 
of  the  left  hand  and  the  fingers  are  much  swollen.  The 
hand  pits  deeply  on  pressure,  and  is  extremely  tender.  On 
the  index  finger  about  the  joints  are  some  small  red  papules. 
The  right  hand  is  affected  similarly,  but  to  a  less  marked 
degree.  Bowels  open  once.  The  spots  and  papules  on  but- 
tocks and  thighs  are  fading.  Fomentations  with  belladonna 
and  glycerine  ordered  for  hands. 

September  8. — Patient's  bowels  open  ;  motion  loose,  dark 
chocolate  colour,  very  offensive.  Sickness  less  severe.  There 
are  some  new  papules  on  left  arm.  Urine  :  no  blood,  no 
albumen,  no  sugar.     Ordered  brandy  3iij  every  four  hours. 

September  10. — Bismuth  stopped.     Sickness  has  stopped. 
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Hands  much  less  swollen  and  less  painful.  Papules  and 
hemorrhages  have  appeared  on  front  of  knees.  New  hasmor- 
rhages  around  joints  of  toes  on  each  foot  and  on  soles  of 
feet. 

September  12. — Patient  is  very  noisy,  quite  delirious  in 
fact,  so  that  she  has  had  to  be  moved  into  a  private  ward. 
The  last  three  days  has  complained  of  loss  of  sight,  but  the 
ophthalmoscope  shows  no  gross  change.  She  has  profuse 
diarrhoea.  Motions  very  offensive,  loose,  and  containing 
altered  blood. 

September  14. — Large  crop  of  heemorrhagic  spots  and 
papules  on  buttocks  and  back  of  thighs.  New  papules  on 
both  aspects  of  finger-joints,  and  one  large  one,  one  inch  in 
diameter  and  one  eighth  of  an  inch  raised,  on  left  shoulder. 
Sight  is  regained.     Takes  food  well  now. 

September  16. — On  the  buttocks  there  is  sloughing  in  the 
situation  of  papules.  There  is  a  sharply  defined,  unhealthy, 
readily-bleeding  ulcer  on  the  fourchette.  In  the  evening 
patient  became  semi-conscious  after  having  been  very  noisy 
all  day.  Diarrhoea,  which  has  been  treated  with  |3-naphthol 
and  lead  and  opium,  is  less  profuse.  Motions  still  contain 
altered  blood.  Patient  is  getting  very  feeble.  Pulse  110, 
small,  weak.     Tongue  dry  and  brown. 

September  17. — Urine,  1020,  acid.  Slight  trace  of 
albumen.  Microscope  shows  a  few  red  corpuscles  and  hyaline 
and  blood-cysts. 

September  18. — New  crop  of  heemorrhages  on  hands  and 
feet.  The  sloughing  on  the  buttocks  and  at  the  vaginal  ori- 
fice has  increased.     No  blood  in  motions. 

September  20. — Sick  again,  three  times.  Numerous  small 
haemorrhages  all  over  legs  and  arms.  Patient  now  semi-con- 
scious.    Ordered  brandy  Jss  every  two  hours. 

September  21. — Patient  much  worse.  Pulse  120,  very 
small  and  weak.  There  are  large  sloughing  ulcers  on  the 
buttocks,  where  the  haemorrhages  were.  For  one  inch  up- 
wards over  the  inner  surface  of  each  labium  is  a  foul  sloughy 
ulcer.  The  skin  round  the  anus  is  excoriated.  Patient  gra- 
dually got  weaker,  and  died  quietly  in  the  evening.  The 
temperature  is  shown  in  the  subjoined  chart. 
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Autopsy,  sixteen  hours  after  death.  Rigor  mortis  not 
present.     Plenty  of  subcutaneous  fat  on  body. 

Pericardium  contains  a  few  drachms  of  clear  straw-coloured 
fluid.  There  are  a  few  petechite  on  the  posterior  and  dia- 
phragmatic surfaces  of  the  parietal  pericardium,  none  on  vis- 
ceral layer. 

Heart  of  normal  size.  Muscle  pale  and  soft.  There  are 
a  few  petechia  on  the  endocardium  of  the  left  ventricle.  No 
signs  of  endocarditis.     Aorta  quite  healthy. 

Pleurse  contained  no  fluid.  There  are  a  few  petechiee  on 
the  visceral  pleura  of  each  lung. 

Abdomen. — No  fluid  in  peritoneum. 

Liver. — 103  oz.  Numerous  old  adhesions  to  diaphragm 
and  stomach.  Liver  substance  soft,  pale^  greasy.  Lobules 
indistinct.  Does  not  give  the  iodine  reaction  of  albuminoid 
change. 

Spleen  very  soft,  and  breaks  down  on  attempting  to  free 
its  universal  adhesions  to  surrounding  structures. 

Kidneys  appear  normal  to  naked  eye. 

Stomach. — Contained  grumous  material.  No  altered 
blood.  Mucous  membrane  of  cardiac  end  very  injected. 
There  is  a  small  ulcer  with  thickened  raised  edges,  about  the 
size  of  a  threepenny  piece,  on  the  greater  curvature. 

Intestines. — Mucous  membrane  of  whole  of  small  bowel, 
from  duodenum  to  csecum,  is  covered  with  ulcers,  of  diameter 
from  ^  to  1  inch.  Some  are  on  Peyer's  patches  ;  more  inde- 
pendent of  them.  The  edges  are  raised  and  thickened,  but 
not  overhanging.      The  floor   does   not  reach  the  muscular 
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coat,  and  is  unhealthy  and  sloughy  in  appearance.  No  ulcers 
in  bio;  bowel.     No  blood  in  lumen  of  o-ut. 

Brain. — No  meningitis.  Convolutions  wasted ;  interspaces 
filled  with  clear  jelly-like  material.  No  hfsmorrhages.  Ven- 
tricles not  dilated.     Optic  nerves  normal. 

Several  joints  were  opened.  No  blood  in  them,  and  arti- 
cular surfaces,  ligaments,  &c.,  quite  healthy. 

Summary. 

Rash. — Consisted  of  purpuric  spots  and  of  papules.  The 
papules  were  at  first  pale,  with  a  central  liEemorrhage  in  most 
of  them.  They  then  became  liEemorrhagic  throughout.  Some 
were  raised  fully  |-  inch.  They  were  often  over  the  painful 
joints,  but  some  were  at  a  distance  from  the  joints.  It  was 
not  accompanied  by  any  itching.  Sloughing  occurred  in  the 
situation  of  a  few  of  them.  The  gastro-intestinal  affection 
was  very  severe;  both  diarrhoea  and  vomiting  being  most 
urgent.  There  was  much  altered  blood  in  the  motions,  but 
never  any  in  the  vomit. 

The  autopsy. — There  was  no  evidence  of  recent  or  old  en  do- 
or peri-carditis.  There  was  no  effusion  into  the  joints,  which 
appeared  quite  healthy.  The  liver  was  not  cirrhotic,  but 
very  fatty.  The  intestines  were  ulcerated  from  stomach  to 
caecum,  but  there  were  no  ulcers  in  the  big  bowel. 
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XLIII. — Case  of  Purpura  Hgemorrhagica  with  acute 
Pemphigus  J  probably  induced  by  Influenza :  treat- 
ment by  large  doses  of  sodium  sulphocarbolate  : 
recovery.  By  Arthur  Ernest  Sansom,  M.D. 
Bead  May  25,  1894. 

CH.,  sclioolgirl  set.  12,  admitted  into  the  London  Hospital 
•  November  15,  1893,  under  the  care  of  Dr.  Sansom. 
She  was  brought  to  the  hospital  extremely  feeble,  unable  to 
stand,  blood  oozing  from  mouth  and  nose. 

Her  father  suffered  from  varicose  veins  ;  her  mother  had 
experienced  three  attacks  of  rheumatic  fever  and  a  heart 
affection,  and  had  had  severe  hasmoptysis  before  death. 
Sisters  :  one  the  subject  of  epilepsy,  one  had  suffered  from 
pleurisy.  The  patient  was  born  at  the  end  of  five  months' 
illness  from  rheumatism  on  the  part  of  her  mother. 

Present  illness. — Fourteen  days  ago  she  began  to  suffer 
from  severe  cold  and  cough ;  three  days  ago  blood  was 
noticed  on  the  lips ;  next  day  blebs  were  seen  on  lips, 
tongue,  and  legs.  Now  her  face  is  very  pale,  the  eyelids  are 
closed,  there  is  a  tendency  to  sleep.  Extravasation  of  blood 
in  both  upper  and  lower  eyelids,  dark  purple  discoloration 
around  inner  cauthus.  Lips  stained  and  coated  with 
blood  from  the  mouth.  A  small  bleb  on  left  ala  nasi  con- 
taining blackish  fluid.  On  the  chest  and  back  a  few  round 
spots,  especially  in  front  of  sternum  and  over  left  scapula : 
these  are  superficial,  and  vary  in  size  from  a  millet-seed  to  a 
pea ;  some  present  a  small  central  hasmorrhagic  spot  sur- 
rounded by  a  dark  brown  areola,  others  have  dark  blood- 
stained contents.  There  are  several  small  blebs  distributed 
over  the  abdomen  :  these  are  less  superficial  and  of  a  dark 
purplish  colour.  On  the  arms  also  are  a  few  similar  spots  of 
dark  purple  hue.  Upon  the  dorsum  of  the  right  wrist  there 
is  a  dark  bluish  mark  as  of  a  bruise,  about  the  size  and  shape 
of  a  postage  stamp  ;  over  the  back  of  the  phalanges  of  the 
thumb,  index  finger,  and  second  finger  of  the  left  hand  there 
are  small  blebs  much  raised  above  the  surface,  and  containing 
a  dark  red,  thin,  watery  fluid.  These  are  tender  on  manipu- 
lation. 


240        Dr.  Sansom's  Case  of  Purpura  Hsemorrhagica. 

The  legs  present  numei-ous  and  intermingled  blotches  and 
bruises,  with  blebs  as  those  of  pemphigus,  the  contents  being 
blood-stained.  The  front  of  the  legs  from  the  patella  to  the 
ankles  is  chiefly  affected,  the  dorsum  of  each  foot  less  so. 
Just  below  the  left  ankle  there  is  a  small  hard  and  blackened 
scab,  the  result  of  a  broken  bleb.  The  calves  and  popliteal 
spaces  are  almost  free. 

The  more  superficial  of  the  spots,  varying  in  size  from  a 
millet-seed  to  a  pea,  are  of  reddish-brown  colour  and  of 
irregular  shape :  they  are  mostly  dry  with  a  small  dark  point 
in  their  centre,  probably  indicating  a  haemorrhage.  More 
deeply  situate  than  these  are  spots  of  about  the  same  size, 
with  apparently  fluid  contents.  Here  and  there  the  deeper 
tissues  have  a  bruised  and  bluish  appearance,  the  patches 
being  about  half  an  inch  in  diameter.  There  are  several 
larger  spots  on  the  outer  side  of  the  left  leg  below  the 
patella ;  these  are  of  a  dark  red  colour,  and  appear  to  be 
vesicles  of  pemphigus  which  have  discharged  their  con- 
tents. 

The  tongue  is  of  a  dark  colour ;  several  small  bullae  are 
distributed  over  its  dorsum  and  sides.  These  contain  a  dark 
blood-stained  fluid,  and  it  is  the  bursting  of  these  which 
seems  to  cause  the  visible  hemorrhage.  On  the  inside  of 
the  lips  are  several  similar  bullte. 

The  patient  has  vomited  after  food,  the  vomit  being 
stained  with  fresh  blood.  The  motions  are  darkly  stained 
and  mixed  with  blood;  they  are  partly  formed  and  partly 
liquid.  The  liver  dulness  extends  slightly  below  the  costal 
margin ;  there  is  no  jaundice.  The  spleen  is  normal  in  size 
and  position.  The  abdomen  is  not  distended  and  not  tender, 
presenting  no  abnormal  signs. 

The  pulse  is  124,  fairly  full,  but  the  shock  is  abrupt. 
The  area  of  praecordial  dulness  is  normal :  a  slightly  pro- 
nounced systolic  murmur  is  heard  at  the  apex  and  along  the 
left  border  of  the  sternum  as  high  as  the  clavicle ;  it  becomes 
inaudible  over  the  aorta. 

The  respiration  is  very  rapid,  34  per  minute.  There 
is  no  cough,  but  copious  expectoration  of  a  deeply  blood- 
stained fluid.  A  feAv  bronchitic  rales  are  heard  over  the 
front  of  the  chest  on  each  side  and  over  the  base  of  the  right 
lung. 

With  regard  to  the  nervous  system  there  is  some  frontal 
headache  and  a  tendency  to  vomit  after  food,  but  the  child  is 
very  intelligent.     The  motor  power  is  impaired  only  through 
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extreme  weakness.  The  deep  reflexes  are  present.  The 
pupils  are  unequal  in  size,  the  left  being  larger ;  the  irides 
react  both  to  light  and  to  accommodation.  No  htemorrhages 
are  now  visible  in  the  fundi.  The  urine,  sp.  gr.  1020,  acid, 
contains  a  trace  of  blood. 

On  November  16  ordered  sodium  sulphocarbolate  5SS  in 
camphor  water  every  four  hours. 

During  the  next  five  days  patient  was  critically  ill  with 
headache,  vomiting  of  blood-stained  liquid,  motions  increas- 
ingly blood-stained  with  some  clots.  Severe  pains  referred 
to  chest  and  abdomen ;  pulse  140  ;  the  appearances  of  the 
hfemorrhagic  extravasations  unchanged. 


November  22. — No  vomiting  now,  slight  improvement. 

November  24. — Patient  much  better,  pulse  108.  Slight 
optic  neuritis  now  observed,  and  a  small  hemorrhage  near 
the  inner  portion  of  the  circumference  of  the  left  disc. 
Other  haemorrhages  below  the  right  disc  as  well  as  additional 
spots  in  the  right  fundus  became  visible,  and  the  signs  of 
optic  neuritis  increased.  The  area  of  precordial  dulness 
became  somewhat  extended,  and  the  systolic  murmur  in- 
creasingly manifested  at  the  apex.  There  were,  however, 
signs  of  general  improvement,  and  the  heemorrhagic  spots 
began  to  fade  away  from  the  legs. 

From  November  27  the  patient  continued  to  improve. 

On  November  30  the  pulse-rate  was  100,  the  temperature 
nearly  normal,  and  food  was  taken  with  appetite. 

On  December  1  and  2  there  were  rises  of  temperature  to 
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105°  F.  and  104°  F.  on  each  day,  but  the  subjective  conditions 
continued  good. 
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On  December  6  there  was  great  improvement,  no  new 
hasmorrhages  observed,  and  the  old  ones  were  all  fading.  A 
pinch  subsequently  showed  no  sign  of  bruise. 

On  December  18  the  spots  and  discolorations  had  all 
disappeared  except  one  blue  mark  over  the  left  tibia.  The 
left  optic  disc  continued  somewhat  swollen,  and  slight  pig- 
mentations marked  the  sites  of  the  old  heemorrhages ;  the 
right  disc  seemed  quite  normal. 

On  December  21  the  patient  was  discharged  quite  well. 

The  temperature  changes  are  thus  summarised.  From 
nearly  the  normal  on  admission  the  temperature  rose  the 
next  day  to  103"8°  F.,  and  for  three  weeks  presented  a  febrile 
type,  with  sometimes  regular,  sometimes  erratic  remissions. 
The  maximum  temperature  was  105"2°  on  the  sixteenth  day 
after  admission  (see  chart).  The  patient  was  sponged  at 
intervals  with  tepid  water  when  the  temperature  rose  above 
102°  F. 

It  is  to  be  noted  that  the  illness  commenced  in  this  child 
with  symptoms  of  a  severe  cold  and  cough,  followed,  ten  days 
later,  by  the  occurrence  of  severe  haemorrhages,  by  the 
appearance  of  abundant  spots  of  purpura  haemorrhagica,  and 
of  the  blebs  of  pemphigus  with  blood-stained  contents. 
At  this  time  the  child,  pale  from  much  loss  of  blood  and 
extremely  weak,  with  quick  pulse  (124)  and  i*apid  shallow 
respirations    (34   per   minute),    was   in  a  febrile    state,  the 
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temperature  rising  rapidly  to  103" 8°  F.  with  morning  re- 
missions. The  signs  seemed  to  point  to  some  infective 
agency  as  a  first  cause.  The  evidence  suggested  to  me  the 
probability  of  this  agency  being  the  materies  morhl  of 
influenza.  The  early  symptoms  were  consistent  with  this 
hypothesis,  they  occurred  in  an  influenza  epoch  when  several 
cases  of  the  disease  were  under  my  care. 

Haemorrhages  have  been  noted  in  a  large  number  of  cases 
of  influenza.  Koranyi  has  recorded  the  occurrence  of  epi- 
staxis  in  more  than  34  per  cent,  of  the  subjects  of  the  disease 
in  the  Military  Academy  of  Buda  Pesth.  In  some  cases 
narrated  by  other  observers  such  htemorrhage  has  been  very 
profuse  and  threatening  life.  Bleeding  from  the  gums  and 
from  the  external  ear  has  been  noted.  Haemoptysis,  heema- 
temesis,  and  haemorrhages  from  the  bowels  have  frequently 
been  observed,  and  metrorrhagia  in  an  extreme  degree 
has  occurred  in  many  women.  Examples  of  fatal  intra- 
cranial htfimorrhage  in  the  course  of  influenza  have  been 
recorded  by  man}"  observers.  Purpura  hajmorrhagica  has 
been  more  rarely  noted,  but  a  case  attended  with  fatal 
ha3morrhages  into  the  brain,  pericardium,  and  stomach  has 
been  recorded  by  Pick  (cf.  Althaus,  On  Influenza,  London, 
Longmans,  1892,  pp.  67  and  129). 

The  diagnosis  was  enforced  upon  me  by  the  experience  of 
a  case  which  I  observed  in  March,  1893.  I  was  summoned 
into  the  country  to  see  a  gentleman  aged  thirty-seven,  who 
presented  signs  of  moderate  fever  and  a  limited  pneumonia 
in  the  base  of  the  right  lung.  There  was  no  doubt  that  the 
case  was  one  of  influenza,  the  infection  having  occurred  a 
few  days  previously  in  Paris.  There  were  no  signs  of  more 
than  ordinary  severity,  but  on  the  third  day  after  my  visit  I 
was  again  summoned,  to  find  the  patient  in  a  most  critical 
state,  blanched  by  copious  htemorrhages  from  the  nose, 
mouth,  and  fauces;  a  large  amount  of  blood  was  also  passed 
from  the  bowels,  and  there  was  abundant  hsematuria.  Small 
spots  of  purpura  were  scattered  over  the  legs.  I  feared  a 
rapidly  fatal  issue,  but  determined  to  try  treatment  by  half- 
drachm  doses  of  sodium  sulphocarbolate  every  four  hours. 
This  treatment  was  continued  for  many  weeks,  the  period  of 
danger  was  tided  over,  and  the  patient  made  an  excellent 
recovery. 

Having  had  this  experience  I  determined  to  treat  the 
child,  whose  case  I  have  detailed,  on  the  same  plan  ;  I  at 
once  ordered   half-drachm  doses  of   sodium   sulphocarbolate 
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every  four  liours,  and  tlie  treatment  was  continued  almost 
till  the  time  she  was  discharged  cured  from  the  hospital. 
The  results  compare  most  favorably  with  those  in  other 
recorded  cases. 

Infectious  purpura  is  well  known  to  be  very  fatal.  The 
cases  of  influenza  attended  with  severe  internal  haemorrhages 
(and  the  occurrence  of  double  optic  neuritis  with  haemor- 
rhages in  the  fundus  oculi  suggested  in  the  child  the  immi- 
nence of  cerebral  involvement)  have  been,  so  far  as  I  have 
examined  the  evidence,  invariably  fatal,  and  I  regard  this 
case  as  encouraging  us  to  treat  severe  cases  of  influenza  by 
sufficiently  large  doses  of  the  sulphocarbolate  of  sodium. 
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XLIV. — A  case  of  Pancreatic  Cyst  loitli  Diabetes : 
incisioii  of  Cyst :  death  a  year  after  the  operation  : 
atrophy  of  the  Pancreas :  remarks  on  treatment 
of  Pancreatic  Cyst,  nj  T.  Chukton,  M.D.  Bead 
May  25,  1894. 

GEOHGE  A.,  aet.  35,  an  artisan,  was  admitted  into  tlie  Leeds 
General  Infirmary  on  November  28,  1892.  On  admission 
he  was  a  rather  spare  man,  5  feet  5  inches  in  height;  weight  in 
health  9  st.  3  lbs.,  now  8  st.  3  lbs. ;  his  dark  brown  hair  is  turn- 
ing grey;  many  of  his  teeth  are  decayed.  He  complains  of 
pain  in  back  and  abdomen,  worse  at  night,  and  of  intestinal 
rumbling.  Temp.  97*4°.  Some  wasting  of  muscles.  Great  loss 
of  energy  of  all  kinds;  slow  in  apprehension  and  reply.  Appe- 
tite good ;  tongue  furred  on  dorsum,  edges  clean,  rather  dry ; 
flatulence,  but  no  pain,  after  food ;  constipation ;  no  haemor- 
rhoids ;  no  jaundice  now,  but  he  states  that  four  months  ago  he 
was  jaundiced,  and  passed  a  gall-stone ;  gall-cyst  not  distended. 
At  first  sight  the  stomach  seemed  to  be  dilated,  the  epigas- 
trium being  markedly  prominent ;  but  closer  examination 
showed  that  it  was  not  dilated,  but  displaced,  pushed  forward 
by  something  behind  it,  so  that  the  contents  of  the  pyloric 
third  could  be  made  to  splash  by  palpation.  The  area  of 
resonance  varied,  and  the  transverse  colon  was  clearly 
separated  from  the  stomach  by  a  dull  area  varying  in  width 
from  1  to  2  inches.  The  left  hypochondrium  was  dull  also. 
Urine,  sp.  gr.  1033  ;  daily  quantity  not  great,  contained  much 
sugar,  but  no  acetone,  diacetic  acid,  or  albumen.  The  feeces 
were  of  palish  colour,  of  normal  consistence,  not  greasy ; 
microscopically  no  fat  crystals  or  needles  could  be  found.  The 
lips  were  not  very  markedly  pale ;  the  adipose  tissue  was  not 
nearly  all  gone;  he  had  only  a  slight  cough,  nothing  could  be 
found  distinctly  wrong  in  the  lungs ;  the  heart  was  normal  in 
site  and  sounds ;  pulse  rather  feeble.  There  was  no  excessive 
sweating,  and  no  rash  on  the  skin. 

Causation. — His  family  has  not  been  a  robust  one.  His 
father  died  at  fifty-five  from  bronchitis,  his  mother  at  fifty-six 
also  from  bronchitis  ;  a  brother  died  at  forty-four  from  some 
disease  of  the  liver ;  a  sister  had  died  from  some  cause  un- 
known to  him.  He  himself  was  never  very  strong,  but  he  has 
worked  until  recently  and  maintained  a  small  family.    His  wife 
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has  boi'ne  tliree  children  ;  all  are  alive  and  well ;  the  eldest  is 
fourteen,  the  3'oungest  eight  years  old ;  his  wife  is  well,  and 
he  has  never  had  any  venereal  disease.  Three  years  ago  he 
began  to  have  dyspepsia,  possibly  due  to  frequent  disagree- 
ments with  his  comrades  at  work,  which  worried  him,  and 
occasionally  caused  loss  of  sleep.  His  house  is  healthy  and  his 
work  is  light,  but  dusty  and  sulphurous.  He  has  never  had  any 
blow  or  injury  of  any  kind  on  the  abdomen.  His  wife  had  in- 
fluenza six  months  ago ;  he  has  not,  he  believes,  had  that  dis- 
ease. He  states,  however,  that  he  was  at  work  up  to  six 
months  ago,  and  that  his  present  illness  then  commenced  with 
shivering,  nausea,  and  pain  in  the  region  of  the  stomach,  which 
persisted  for  some  days.  He  had  not  noticed  that  he  passed 
any  unusual  quantity  of  urine  until  he  came  into  the  hospital; 
he  was  not  at  all  troubled  by  thirst. 

December  7. — Exploration  with  a  fine  needle  in  the  eighth 
space  in  left  mid-axillary  line  found  fluid  of  a  dirty  olive 
colour,  as  though  tinged  with  altered  bile,  but  on  the  addition 
of  nitric  acid  merely  a  brown  colour  was  developed.  The  fluid 
had  no  marked  odour;  it  did  not  coagulate  spontaneously, 
nor  on  being  heated ;  it  became  slightly  turbid^  as  if  a  drop 
or  two  of  milk  had  been  added  to  it  when  heated  after 
acidulation  with  acetic  acid.  Microscopically  a  few  cells 
like  frayed  leucocytes  were  seen.  The  fseces  were  now  found 
to  be  of  normal  brownish  colour,  of  solid  consistence,  and  not 
apparently  containing  fat  or  oil  in  excess.  It  is  perhaps  of 
some  importance  to  mention  that  although  the  finest  needle 
of  a  small  exploring  syringe  was  used  for  the  puncture,  a 
circumscribed  peritonitis  appeared  to  result  from  it;  there 
was  pain  with  tenderness  for  several  days.  When  this  inflam- 
mation had  subsided  he  was  transferred  to  my  colleague, 
Mr.  E.  Ward,  who,  having  concurred  in  the  diagnosis  of 
pancreatic  cyst,  opened  it.  Having  made  an  incision  in  front, 
Mr.  Ward  drew  off  the  fluid  by  a  trocar,  and  then,  having 
enlarged  the  opening  in  the  cyst,  passed  his  finger  through 
the  cavity  to  its  posterior  wall  below  the  last  rib,  made  an 
incision  at  that  part  for  drainage,  and  then  stitched  up  the 
incision  in  front.  Dr.  Arthur  Clarkson,  Demonstrator  of 
Physiology  in  the  Yorkshire  College,  kindly  analysed  the 
fluid,  and  reported  as  follows  : — ''Reaction  slightly  alkaline. 
Sp.  gr.  1015.  Colour  dark,  sanguineous.  Deposit  whitish, 
heavy,  flocculent.  Microscopically  leucocytes  and  red  blood- 
cells,  the  former  in  excess  of  the  latter ;  some  colourless  plates 
of  ill-formed  or  broken  crystals,  apparently  not  cholesterine. 
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Spectroscope  :  spectrum  of  methgemoglobin.  Chemical  testing 
showed  presence  of  serum-albumin,  peptone,  blood,  pus,  and 
mucin.  No  sugar,  no  bile.  Analysis  for  ferments :  no 
trypsin,  no  fat-splitting  nor  milk-curdling  ferments;  a  starch- 
converting  (amylopsin)  ferment  is  present."  Possibly  the 
last-mentioned  ferment  was  derived  from  the  leucocytes. 

The  patient  returned  to  the  medical  ward  on  January  30, 
1893.  On  Jauuary  20  it  had  been  observed  in  the  surgical 
ward  that  he  passed  only  58  oz.  of  urine,  though  he  drank 
120  oz.  of  fluid.  Next  day  he  passed  71  oz.  of  urine,  and 
drank  110  oz.  of  fluid.  On  January  30  he  passed  110  oz.  of 
urine  of  sp.  gr.  1038,  free  from  acetone. 

On  February  8  fresh  pancreatic  extract  was  ordered  for 
him,  and  he  continued  to  take  either  this  or  Liq.  Pancre- 
aticus  or  half-cooked  pancreas  of  sheep  daily  for  the  next 
ten  months.  Various  kinds  of  diet  were  tried,  including 
grapes,  which  are  said  to  contain  much  laevulose,  and  to  be, 
in  moderate  quantity,  little  if  at  all  injurious.  They  seemed, 
however,  to  increase  the  quantity  of  urine  and  of  sugar  in  the 
present  case.  He  took  a  third  part  of  a  pound  daily.  The 
quantity  of  urine  varied  from  62  oz.,  the  lowest,  to  133  oz. 
daily;  usually  about  80  oz.,  rarely  over  100.  Sp.  gr.  usually 
1035.  Sugar  passed  daily  from  1850  to  4000  grains.  Acetone 
was  iirst  detected  in  the  urine  on  February  16,  but  on 
February  19  he  was  found  to  have  gained  2^  lbs.  in  weight 
during  the  week.  Diarrhoea,  from  which  he  had  suffered, 
had  ceased  after  the  colon  had  been  washed  out  with  warm 
water.  Night  sweats  had  been  reduced  by  agaricin  after 
failure  of  picrotoxine.  He  was  up  daily;  had  a  good  appe- 
tite.    The  purulent  discharge  from  the  wound  had  ceased. 

On  March  5  a  fluid  like  clear  water  was  collected  from  the 
sinus  by  means  of  a  small  test-tube  strapped  upon  the  skin 
below  the  orifice  of  the  sinus.  Possibly  the  sinus  became 
thus  infected.  A  little  pus  began  to  appear  in  the  discharge 
from  it.  It  was  now  observed  that  the  fgeces  and  the  gases 
formed  in  the  colon  were  very  offensive.  He  remained  in 
this  condition  for  a  month,  when  (on  April  4)  he  was  made 
an  out-patient,  his  weight  being  then  8  st.  2  lbs. ;  pulse  68 ; 
temp.  97°— 98°. 

After  a  stay  at  the  sea-side  he  was  next  seen  on  July  27. 
There  was  very  little  and  only  occasional  discharge  from  the 
sinus.  He  was  stronger  and  less  pallid.  He  had  taken  Liq. 
Pancreaticus  constantly,  Jss  after  each  meal.  But  on  Sep- 
tember 7,  after  a  diet  insufficient  and  poor,  he  was  readmitted. 
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weaker  and  thinner.  The  urine  now  contained  acetone  and 
(some  days  later)  diacetic  acid.  On  the  next  day  he  observed 
a  dark  coloration  of  the  toes,  and  on  the  11th  the  following 
note  was  made  : — "  The  dorsal  surfaces  of  all  the  toes  are 
covered  with  purpura.  Over  the  last  phalanges  coalescence 
of  spots  gives  a  blackish  appeai-ance  to  the  skm  as  of  threat- 
ened gangrene ;  nails,  tips,  and  under  surfaces  of  the  toes  are 
normal.  The  posterior  tibial  arteries  are  normal.  The  rash 
is  symmetrical,  extending  on  both  sides  along  the  outer  side 
of  the  little  toe;  on  the  right,  however,  mere  dark  spots 
or  dots;  on  the  left  a  brighter  redness,  disappearing  for  an 
instant  on  pressure.  There  is  smarting  of  the  toes  and  ting- 
ling of  the  insteps,  which  are  also  oedematous.  Sensation 
little  if  at  all  impaired.  Two  days  later  there  were  low  flat 
blebs  on  the  middle  toe  of  each  foot,  over  the  last  joint  and 
phalanx.  Purpuric  spots  had  appeared  on  the  lower  part  of 
the  right  leg,  on  both  knees  and  both  elbows.'^  (It  may  be 
stated  here  that  the  toes  did  not  become  gangrenous,  but 
purpura  persisted  more  or  less  to  his  death.) 

The  note  of  September  13  referring  to  the  stomach  reads 
thus  : — "  The  stomach  is  evidently  again  pushed  forward,  so 
that  a  pint  of  water  introduced  into  it  can  be  felt  to  splash, 
and  seems  to  project  in  the  epigastrium.  He  has  pain  in  the 
stomach,  relieved  by  vomiting.  The  sinus  discharges  about 
an  ounce  and  a  half  of  pus  daily."  Suppuration  seemed  to  be 
spreading.  A  dull  area  was  found  in  the  left  side  lying 
obliquely  between  the  seventh  and  eleventh  ribs ;  the  upper 
limit  being  nearly  horizontal  from  seventh  to  eight  rib,  the 
lower  limit  nearly  parallel  to  the  costal  margin,  and  one  inch 
from  it.  Two  explorations  failed  to  find  pus  (post  mortem, 
however,  a  shallow  abscess  was  found  there).  For  two  or 
three  weeks  he  has  been  unable  to  extend  the  left  thigh ; 
when  force  is  used  to  extend  it  he  arches  his  spine.  Mr. 
Ward  again  saw  the  patient,  opened  up  the  sinus,  and  libe- 
rated pus  apparently  from  the  far  end  of  the  wound. 

On  October  1  the  projection  in  the  epigastrium  was  gone. 
Subsequently  pus  was  found  behind  the  peritoneum  as  far 
down  as  Poupart's  ligament.  In  the  absence  of  Mr.  Ward 
this  abscess  was  opened  up  by  Mr.  Littlewood. 

In  November  the  urine  became  very  offensive,  much  less 
in  quantity,  alkaline,  free  from  acetone,  and  for  a  few  days 
even  free  from  sugar  (14th  to  17th  inclusive). 

In  December  the  quantity  of  urine  increased  to  150  or 
more  ounces;  sp.  gr.  1020. 
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January  1,  1894.— A  rather  large  quantity  of  watery 
discharge  from  the  wound.  This  squeezed  from  the  dressings 
reduced  Fehling's  solution,  and  gave  nitrogen  when  treated 
with  hypobromite ;  was  believed  by  the  clinical  clerk  to  be 
urine. 

January  7. — Becoming  apathetic,  refusing  food;  tempe- 
rature, which  had  been  for  weeks  between  97°  and  98°,  rose  to 
100°,  but  fell  on  the  10th  to  97°.     He  died  next  day. 

The  post-mortem  examination  was  made  by  Dr.  Wardlop 
Griffith. 

Owing  to  adhesions,  the  exact  relation  of  the  omentum, 
lesser  sac  of  peritoneum,  &c.,  could  not,  even  with  much  care 
and  patience,  be  demonstrated.  The  liver,  duodenum,  pan- 
creas, and  spleen  were  removed  in  one  mass,  and  are  shown 


Fig.  28. 


Pancreatic  duct 
slit  up 
Gall-       through 
bladder,    duodenum. 


Spleen. 


Duodenum. 


Pancreas 
(a  flat  band). 


in  the  accompanying  diagram  taken  from  a  photograph. 
Suppuration  was  traced  behind  the  peritoneum;  it  had  invaded 
both  kidneys  and  ureters — the  left  ureter  was  blocked  and 
had  ruptured.     The  body  of  the  pancreas  consisted  oE  merely 
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fibrous  tissue  and  vessels.  The  head  was  a  firm  fibrous  mass 
in  which  a  small  cavity^  apparently  the  remains  of  the  large 
cyst,  was  found. 

On  further  dissecting  the  pancreas  I  found  the  orifice  of 
the  duct  a  quarter  of  an  inch  above  the  papilla.  A  probe 
passed  readily  for  an  inch.  Slitting  the  duct  with  scissors,  it 
was  found  to  end  abruptly  at  a  thick  fibrous  wall  of  a  cyst 
which  had  occupied  the  head  of  the  pancreas.  There  was  no 
calculus.  Three  branch  ducts  opening  into  the  inch  slit  up 
could  be  traced  for  a  quarter  to  half  an  inch,  but  the  tissue 
to  which  they  led  was  merely  fibrous  stroma;  no  gland-cells 
could  be  found.  Dr.  Trevelyan  kindly  searched  in  sections 
from  various  parts  of  the  organ  for  gland  tissue,  but  could  find 
none.  The  head  was  converted  into  thick  contracted  cyst- 
wall.  The  body  of  the  organ  was  composed  merely  of  vessels 
and  fibrous  tissue. 

The  cyst  seems  to  have  been  formed  in  the  duct  near  its 
termination,  but  whether  it  was  preceded  by  acute  pancrea- 
titis is  uncertain  ;  possibly  the  rigors,  nausea,  and  epigastric 
pain,  lasting  for  some  days,  six  months  before  admission,  may 
have  been  due  to  that  disease.  Dr.  Lancereaux  relates  a  case, 
mentioned  in  the  Lancet  of  May  18,  1888,  p.  995,  in  which 
violent  epigastric  pain  preceded  atrophy  of  the  pancreas, 
the  duct  being  narrowed  at  one  part  and  obliterated  at 
another,  no  calculi  being  present.  It  was  supposed  at  the 
time,  however,  that  in  the  case  now  under  discussion  the  sym- 
ptoms were  due  to  the  passage  of  a  gall-stone,  and  post  mortem 
the  common  duct  was  seen  to  be  shortened,  and  several  stones 
of  large  and  small  size  were  contained  in  the  gall-bladder. 

In  an  analysis  of  100  cases  of  pancreatic  disease  in  diabetes 
by  Dr.  R.  T.  Williamson  in  the  Medical  Chronicle  for  March, 
1892,  ten  of  them  are  described  as  being  associated  with  cysts ; 
cirrhotic  and  cystic  pancreas,  1 ;  cyst  of  pancreas  with  necrosis, 
1 ;  cystic  disease,  3  ;  marked  atrophy  with  cystic  dilatation 
of  duct,  2  ;  large  cysts,  3.  There  are  also  ten  cases  classified 
as  ''  transformation  of  the  pancreas  into  a  firm  mass  of  fibrous 
tissue,  pancreatic  tissue  being  almost  absent. ''  The  specimen 
now  shown  belongs  to  this  or  perhaps  to  the  first  class. 

With  respect  to  the  operation,  surgical  opinions  seemed  to 
favour  incision  rather  than  mere  aspiration.  But  if  it  be  true 
that  (1)  the  occurrence  of  glycosuria  is  a  sign  that  the  pan- 
creas has  become  atrophied — since  even  if  a  fourth  part  of  it 
remains  (in  animals)  there  is  no  diabetes, — and  if,  (2)  that 
being  so,  there  is  no  probability  of  prolonged  life,  even  with 
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the  aid  of  pancreas  extracts,  while  (3)  diabetic  patients  are 
more  likely  to  become  a  prey  to  septic  infection,  as  happened 
in  the  present  case,  aspiration,  even  if  requiring  repetition, 
would  seem  to  be  preferable.  For  although  the  cyst  being  very 
tense,  fluid  escaped  from  it  through  a  very  fine  puncture 
aperture,  there  would,  I  suppose,  have  been  no  such  leakage 
from  a  cyst  flaccid  after  nearly  complete  evacuation.  Indeed, 
one  authority  states  that  ''pancreatic  cysts  usually  recover 
after  a  single  tapping.^'  Cases  have  been  reported,  it  is  true, 
in  which,  after  failure  of  aspiration,  incision  has  been  success- 
fully practised,  and  in  several  other  cases  incision  has  been 
followed  by  recovery,  but  in  none  of  the  successful  cases  to 
which  I  have  been  able  to  refer  does  there  appear  to  have 
been  glycosuria. 

Mr.  Treves'  case. — Man,  40,  operation  followed  by  sup- 
puration and  obliteration  of  cyst  in  three  months.  Xo  mention 
of  glycosuria.      {Lancet,  September  27,  1890,  p.  655.) 

Prof.  G-ruhe's  case,  related  by  Dr.  Filipoff ;  operation  followed 
by  recovery  in  eighteen  days.  Glycosuria  not  mentioned. 
(Lancet,  April  5,  1890,  p.  767.) 

Dr.  Newton  Pitt  and  Mr.  Jacohson's  case. — Man  £et.  21  ; 
operation  successful.  No  sugar  mentioned.  {Brit.  Med.  Journ., 
June  13,  1891,  p.  1284.) 

Mr.  Pearce  Gould's  cases. — (1)  Woman,  24,  operation  suc- 
cessful;  urine  phosphatic,  no  sugar.  (2)  Woman,  39,  opera- 
tion successful  in  1887,  cancer  found  in  sinus  in  1890.  Xo 
sugar  in  urine.     {Lancet,  August  8,  1891,  p.  290.) 

Dr.  Savill's  case. — Rupture  of  cyst.  Xo  sugar.  {Lancet, 
September  19,  1891.  p.  666.) 

Mr.  J.  L.  Thomas's  case  (Cardiff). — A  child  ;  recovery  after 
aspiration.  No  sugar  in  urine.  {Brit.  Med.  Journ.,  November 
11,  1893,  p.  1077,  and  further  information  in  reply  to  a  private 
letter.) 

Dr.  Barnett's  case. — Man  set.  24;  traumatic  origin;  inci- 
sion after  three  aspii-ations  ;  recovery ;  glycosuria  not  men- 
tioned. {Suj)plement  Brit.  Med.  Journ.,  January  20,  1894, 
p.  10,  extract  from  Xeic  Zealand  Med.  Journ.) 

Mr.  Walshe's  case. — Woman  set.  47  ;  6  months'  burning 
pain  and  tenderness  in  epigastrium.  A  pint  of  pus  with  por- 
tions of  the  pancreas  evacuated  by  incision.  Patient  left  the 
hospital  on  the  eleventh  day,  "  fistulous  track  being  well 
established.''  No  further  information.  No  mention  of  sugar. 
{Supplement  Brit.  Med.  Journ.,  p.  22,  February  10,  1894, 
extracted  from  Medical  Neics  of  December  30,  1893.) 
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In  other  cases  by  Krecke,  Kocher,  and  Jordan  Lloyd 
there  was  no  glycosuria. 

Even  in  cases  "where  sugar  is  absent^  the  operation  by  inci- 
sion is  not  "without  risk.  Thus  in  Mr.  Hulke's  case,  the  lady 
£et.  47  died  a  fe"w  hours  after  the  operation  from  shock.  She 
had  been  long  ill,  but  "was  not  diabetic.  ( Trans.  Clin.  Soc,  and 
Lancet,  December  3,  1892,  p.  1273.) 

Unless,  therefore,  there  is  evidence  forthcoming  that 
aspiration  has  failed  in  that  its  repetition  is  quickly  and  fre- 
quently necessary,  or  that  it  is  often  followed  by  peritonitis, 
or  by  suppuration  in  the  cyst,  or  by  shock  exceeding  that 
following  anaesthetics  and  incision,  it  appears  to  be  more 
worthy  of  selection  as  the  method  of  treatment  when  diabetes 
is  present. 
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XLV. — Oil  tlie  use  of  Chlorine  {?)  in  the  treatment 
of  chronic  ulcers  of  the  leq.  By  E.  Diver,  M.D. 
Bead  May  25,  1894. 

I  WRITE  of  two  aged  widows.  The  younger  is  65  years  old, 
and  she  had  a  varicose  ulcer  on  each  leg,  rather  more 
than  2  inches  long,and  rather  less  than  2  inchesbroad,  situated 
between  the  ankle  and  the  calf.  One  had  existed  twenty-tive 
years,  and  the  other  nearly  twenty- eight;  both  secreted  a  copious 
thin  discharge,  and  caused  considerable  suffering,  with  almost 
complete  confinement  to  the  house.  The  ulcer  of  shorter 
duration  became  well  on  the  23rd  of  January  last,  after  eight 
weeks'  treatment;  and  the  other,  by  the  same  time,  had 
become  divided  transversely  into  two  by  new  tissue,  and  the 
area  of  these  two  considerably  diminished. 

Although  the  subsequent  progress  of  this  ulcer  has  been  slow, 
this  has,  I  think,  been  due,  amongst  other  things,  first  to  some 
ill-health  of  the  patient  after  the  other  leg  had  got  well,  and 
second,  to  an  accident  on  April  6  by  striking  the  leg  against  a 
projecting  piece  of  iron,  which  produced  another  ulcer  lower 
down.  This  fresh  ulcer  is  now  getting  well  under  the  treatment 
herein  referred  to.  A  probable  third  cause  is  that  the  gas  was 
sometimes  used  after  keeping  too  long.  I  think  it  ought  to 
be  made  shortly  (say  three  or  four  hours ;  before  use.  Both  the 
original  ulcers,  at  intervals  of  a  few  weeks,  used  to  bleed 
venous  blood  from  two  or  three  points  on  the  lower  margin. 

When  about  to  commence  the  line  of  treatment  pursued,  I 
found  unexpectedly  that  I  had  no  MnO^  wherewith  to  make 
CI.  I  therefore  introduced  into  a  large  glass  marmalade 
jar  three  or  four  drachms  of  potassium  chlorate,  and  then 
poured  a  drachm  or  two  of  strong  HCl  thereon.  This  pro- 
duced the  gas  I  used,  which  is,  I  believe,  in  larger  part  CI 
with  some  peroxide  of  CI  in  mixture.  It  is  like  CI,  so  far  as  I 
have  observed,  in  its  colour,  and  also  in  its  bleaching  and  its 
odorous  properties.  If  the  gas  be  made  in  the  same  general 
way,  but  with  diluted  HCl  and  t\i.e  application  of  heat,  the  so- 
called  "euchlorine  "  would  be  produced.  This,  I  believe,  has  a 
far  larger  proportion  of  peroxide.  After  having  set  the  gas 
free  in  the  manner  shown,  a  disc  of  white  paper  is  quickly  put 
over  the  chemicals,  and  absorbent  wool  then  introduced  and 
firmly  corked  down.     But  before  introducing  the  wool,  I  take 
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a  piece  of  the  size  I  need  from  a  roll.  Then  I  split  it,  and 
turn  the  split  pieces  back  to  back  so  as  to  increase  the  fleecy 
condition.  After  the  wool  has  been  in  the  jar  for  two,  three, 
or  even  four  hours,  it  should  appear  covered  by  a  yellow  or 
yellowish-green  colour,  which  very  rapidly,  indeed  almost 
instantly,  disappears  on  withdrawal.  The  wool  thus  well 
charged  is  quickly  placed  over  the  ulcer,  and  instantly 
covered  with  gutta-percha  tissue.  The  dressing  was  then 
kept  in  position  by  the  patient  according  to  her  use  and  wont, 
and  she  was  told  she  could  proceed  with  her  work  as  usual : 
which  she  did.  The  jar  itself  I  have  covered  with  brown 
paper,  to  prevent  the  action  of  sunlight,  which  might,  perhaps, 
produce  some  further  reaction. 

On  the  application  of  the  wool  there  was  often  no  pain ; 
but  once  or  twice  the  patient,  in  answer  to  my  inquiry,  said 
there  had  been  considerable  "  smarting  ^^  for  an  hour  or  so, 
and  upon  one  occasion  for  several  hours.  The  dressing  was 
applied  three  times  weekly,  and  sometimes  four.  On  several 
occasions  when  I  removed  the  wool,  which,  by-the-bye,  for 
weeks  I  found  soaked  with  discharge,  the  whole  surface  of  the 
ulcer  was  a  deep  sea-green,  which  did  not  come  off  on  dabbing 
with  a  bit  of  clean  rag.  At  the  next  visit  the  colour  was 
almost  or  quite  gone.  The  mode  of  healing  was  partly  by  the 
opposite  edges  approaching  each  other,  and  partly  by  the 
growth  of  exceedingly  fine  granulations  from  every  part  of 
the  floor  of  the  ulcer  except  the  margins;  and  when  the 
granulations  arose  to  above  the  skin  level  the  margins  looked 
deeply  depressed.  I  thought  it  possible  that  this  was  due  to 
the  wool  perhaps  missing  them.  I  took  care,  therefore, 
afterwards  that  the  margins  should  be  fully  treated  also,  and 
I  think  with  advantage.     So  much  for  the  first  case. 

The  second  case  is  that  of  a  laundress  aet.  75,  who  came 
under  treatment  December  7  last.  This  poor  woman,  nearly 
twenty  years  ago,  had  been  bitten  by  a  cat,  and  the  bite  led 
to  an  ulcer  which  gradually  became  larger,  until  its  annular 
form  was  completed  some  four  years  ago.  The  ulcer  was 
situated  from  above  the  ankle  to  near  the  middle  of  the  calf. 
The  leg  was  swelled  and  red  immediately  above  and  also  below 
the  ulcer ;  the  reddened  surface  above  being  fretted  with  tiny 
breaches  of  continuity ;  and  the  whole  leg,  with  its  deep 
excavation,  had  an  aspect  which  completely  justified  the 
patient's  complaint  of  continual  misery.  Her  family  loudly 
complained  of  the  smell  of  the  large  sore,  and  the  woman 
had  not  been  out  of  her  cottage  for  nine  months,  and  then 
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only  to  a  son's  funeral.  She  preferred  to  sleep  on  the  cold 
floor,  which  she  said  relieved  the  constant  pain  between  the 
sore  and  the  knee. 

As  in  the  former  case,  so  in  this,  I  gave  no  medicine,  I 
prescribed  no  rest,  nor  did  I  direct  any  cleansing  of  the  ulcer ; 
but  after  removing  the  old  wool  I  simply  applied  fresh  all 
over  the  ulcerated  surface,  and  then  covei'ed  it  with  the 
gutta-percha  tissue.  The  woman  used  then  to  tie  a  hand- 
kerchief round  the  dressing  to  keep  all  together.  Before 
treatment  the  patient  had  for  a  time  applied  lard  as  a  dressing, 
and  before  this  zinc  ointment.  The  w^hole  ulcer  had  an  ashy 
look,  discharged  a  thin  fluid  in  great  abundance,  and  occa- 
sionally the  lower  margin  at  two  or  three  points  bled  venous 
blood. 

The  first  sign  of  improvement  occurred  after  a  few  days' 
treatment,  and  consisted  in  a  slight  linear  redness  showing 
itself  transversely  to  the  leg  in  front  upon  the  ashy  floor  of 
the  ulcer.  Granulations  succeeded  these  short  red  lines,  and 
became  larger,  being  far  bigger  and  more  vigorous  behind 
and  at  the  sides  than  in  front.  The  next  sign  appeared  to 
me  to  be  a  slight  diminution  in  the  width  of  the  ulcer  at  its 
narrowest  part — {.  e.  at  the  front  of  the  leg.  Then  a  slight 
projection  grew  from  the  upper  edg*e,  as  though  an  attempt 
were  being  made  to  meet  a  projecting  bit  of  sound  skin  left 
in  the  course  of  ulceration  of  the  lower  margin ;  then  a 
further  development  of  the  granulations  at  the  outer 
part  of  the  ulcer,  until  these  reached  the  level  of  the  skin, 
which  occurred  about  the  middle  of  January,  some  six  weeks 
from  the  commencement  of  treatment.  It  is  perhaps  worth 
noting  that  two  or  three  days  before  these  granulations 
showed  themselves  so  very  distinctly,  I  had  when  dressing  the 
leg,  injected  beneath  the  w^ool  on  that  part  of  the  ulcer,  about 
two  ounces  of  the  gas  from  the  jar  by  means  of  a  glass  female 
syringe ;  and  I  fancied  the  improvement  might  have  been 
specially  stimulated  thei-eby.  But  on  another  occasion,  on 
doing  the  like,  I  did  not  appear  to  get  a  quicker  result :  of 
this,  however,  I  am  uncertain. 

On  April  7  patient  was  admitted  under  my  care  to  the 
Cottage  Hospital,  she  having  expressed  a  wish  to  go  there. 
Here  the  ulcer  was  washed  and  dressed  with  the  wool  every 
day,  and  the  woman  was  allowed  to  get  up  as  usual.  The 
patient,  who  is  here  in  person,  shows  the  present  aspect  of 
the  ulcer.  Since  she  has  been  at  the  Cottage  Hospital  her 
progress  has,    I    think,   been   faster,   and  this  rapidity   has 
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been,  I  think,  due  to  the  daily  dressing  of  the  leg,  and  to 
the  loss  of  that  freedom  which  the  patient  not  infrequently 
used  for  the  purpose  of  removing  the  wool  when  she  thought 
fit. 

The  ulcer  will  require  still  to  be  treated  for  some  time  ; 
but  the  very  great  improvement  already  attained  shows 
itself  in  the  swelling  of  the  limb  being  much  reduced,  the 
redness  much  less,  the  discharge  greatly  lessened,  the  area  of 
the  ulcer  enormously  diminished,  while  almost  every  part  of 
what  is  left  of  it  is  up  to  or  above  the  skin  level. 

The  condition  of  these  two  poor  women  in  December  last  is, 
I  am  well  aware,  by  no  means  singular ;  but  since  there  has 
followed  in  the  wake  of  their  somewhat  novel  treatment  (which 
may  also  be  available  for  other  surgical  maladies)  an  element 
of  success,  I  have  ventured  briefly  to  record  their  cases. 
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XLVI. — A  inode  of  making  Extension  in  Fractures  of 
the  Femur.  By  Richard  Barwell.  Bead  April  27, 
1894. 

THE  splint  which  I  now  show  to  the  Society  was  devised  by 
me  thirty-four  years  ago  for  making  extension  in  hip  dis- 
ease, and  was  described  in  my  work  on  Diseases  of  the  Joints. 
I  have  since  used  it  largely  in  all  those  forms  of  fracture  of 
the  thigh  to  which  a  straight  position  is  applicable,  and  in 
these  cases  it  is  very  valuable  for  the  prevention  of  shorten- 
ing. It  consists  of  a  Listen  or  Desault  splint,  long  enough 
to  reach  from  the  axilla  to  four  or  five  inches  below  the  foot. 
Screwed  to  one  of  the  surfaces  at  the  upper  end  is  a  double 
bracket  projecting  about  an  inch,  and  supporting  a  pulley  (a). 
To  each  prong  of  the  fork  at  the  lower  end  metal  arms  are 
attached,  so  fastened  that  they  project  in  a  direction  contrary 
to  the  above-described  bracket — they  converge,  and  support 
between  their  contiguous  ends  a  pulley  (b),  which  is  destined 
to  lie,  when  the  splint  is  applied,  about  four  or  more  inches 
below  the  sole  of  the  foot.  Across  the  slot,  where  the  two 
prongs  separate,  a  little  bar  is  fastened,  which  bears  still  a 
third  pulley  (c),  merely  intended  to  prevent  friction.  In 
order  to  use  this  appliance  a  long  strip  of  plaster  is  attached 
to  both  sides  of  the  leg  from  the  knee  downwards,  so  that  it 
forms  a  loop  below  the  sole  :  for  greater  security  this  is  covered 
by  circular  strips.  To  the  loop  a  piece  of  clock  catgut  is 
tied,  which  is  to  convey  the  extending  force.  To  prevent  the 
plaster  galling  the  malleoli  the  laps  are  kept  asunder  by  a 
wooden  strut,  slightly  longer  than  the  foot  is  broad. 

The  counter-extension  is  arranged  by  means  of  a  perinaeal 
band,  which,  when  properly  used,  is  not  in  reality  open  to  the 
objections  brought  against  it  by  some  writers.  In  the  first 
place  let  me  point  out  that  this  device  is,  for  fractured  femur, 
most  conveniently  applied,  and  is  better  borne  on  the  sound 
side,  the  material  being  a  woven  bandage,  the  tube  of  which 
is  lightly  stuffed  with  cotton  wool  for  a  length  corresponding 
to  the  distance  from  the  adductor  longus  tendon  to  the  tuber 
ischii.  The  ends  beyond  the  stuflSng  in  either  direction  are 
to  be  firmly  sewn  together,  so  that  the  join  lies  on  the  ileum 
only  a  little  above  the  great  trochanter,  and  cannot  be 
dragged  up  higher.  Passed  through  the  band  at  this  point 
VOL.  XXVII.  17 
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is  an  ordinary  2i  or  3  inch  broad  bandage  (where  tlie  laps 
cross  they  can  be  stitched  together) ;  one  portion  passes 
behind  the  loins  and  back,  the  other  in  front  of  the  abdomen 
and  lower  part  of  the  chest ;  they  meet  again,  and  are  stitched 


Fig.  29. 


Fio.  30. 


together  outside  the  splint  a  few  inches  below  the  double 
bracket  and  pulley  first  described,  and  another  piece  of  catgut 
is  here  tied.  This  catgut  runs  at  first  upward  and  passes 
round  the  upper  pulley  {a),  which  changes  its  course  so  that 
it  afterwards  passes  downward.      Meanwhile   the    piece    of 
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catgut  which  was  fastened  to  the  loop  of  plaster  under  the 
sole  passes  first  round  the  pulley  below  the  foot  {h),  then  over 
the  pulley  at  the  separation  of  the  forks  of  the  splint  (c). 
The  two  ends  of  the  catgut — that  from  the  perineal  band  and 
that  from  the  foot — thus  course  towards  each  other  on  the 
outside  of  the  splint ;  they  do  not,  however,  meet,  for  inter- 
calated between  the  two  is  a  solid  india-rubber  cord  {d)  of 
f  inch  diameter,  which,  by  a  simple  arrangement  of  a  brass 
chain  (e)  attached  to  one  of  the  catguts  and  steel  hooks,  can 
be  kept  at  any  degree  of  tension  that  may  extend  the  injured 
limb  to  the  same  length  as  the  other,  either  at  once  or  in  a 
few-  days  as  can  best  be  borne.  Although  this  splint  will  by 
virtue  of  the  elastic  force  remain  in  position  without  extra- 
neous aid,  yet  it  is  better  to  bind  it  by  a  few  turns  of  a 
bandage  to  the  thigh  and  leg,  and  to  secure  it  to  the  trunk 
by  a  broad  belt  buckling  in  front.  Any  tendency  to  dis- 
placement by  rotation  is  easily  combated  by  sand-bags  placed 
over  the  upper  sheet. 

The  accompanying  diagram  will  explain  the  fact  that  very 
little  pressure  falls  upon  the  perinaeum,  because  the  band,  which 
passes  in  front  of  and  behind  the  body,  meets  the  perineeal 
band  at  a  somewhat  acute  angle,  and  by  far  the  larger  amount 
of  pressure  falls  therefore  on  the  ilium  just  above  the  tro- 
chanter, a  part  well  able  to  bear  any  but  excessive  pressure. 
If,  in  the  female,  circumstances  call  for  considerable  cleanly 
precautions,  the  stuffed  part  of  the  band  may  be  enveloped  in 
thin  mackintosh.  On  two  occasions  I  have  made  the  perinaeal 
band  of  inch-wide  webbing  passed  through  a  short  length  of 
india-rubber  tube.  This,  again,  should  be  covered  by  a  fold  or 
two  of  soft  cotton  material,  which  can  be  changed  in  a  minute 
without  disturbance  whenever  desirable. 

From  among  the  cases  treated  by  this  appliance  I  select 
but  two  as  exemplifying  its  immediate  and  its  later  applica- 
tion. 

Case  1. — Quite  late  on  the  night  of  23rd  February,  1893, 
I  was  requested  to  go  at  once  to  Mr.  C.  I  found  him  to  be 
twenty-eight  years  old,  and  having  been  dining,  &c.,  rather 
too  freely  he  was  much  excited,  and  very  difficult  to  manage. 
His  right  femur  was  fractured  very  obliquely  just  above  the 
middle,  and  the  limb  was  much  ecchymosed.  All  that  could  be 
done  at  that  time  was  to  apply  temporary  safeguards,  and  to 
render  him  as  comfortable  as  possible.  On  the  next  day  I 
adapted  the  above-described   splint  with  what  extension  he 
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could  bear,  viz.  2  lbs.  This  was  gradually  increased  by  the 
11th  to  Gibs.,  by  the  loth  to  12  lbs.  during  the  day,  and  to 
8  lbs.  at  night.  The  limb,  which  at  first  was  an  inch  and  three 
quarters  short,  showed  at  the  latter  date  a  little  over  a  quarter 
of  an  inch  of  shortening.  On  31st  March,  when  plaster  of 
Paris  was  applied,  there  was  a  further  decrease  of  shorten- 
ing. On  the  1 1th  December  (last  date  of  seeing  him)  he  had 
perfect  use  of  the  limb,  with  only  about  an  eighth  of  an  inch 
doubtful  shortening. 

Case  2.— On  27th  November,  1891,  I  saw  P.  G.  P.,  get. 
14,  who  on  the  7th  of  the  same  month  had  broken  his  thigh 
playing  football.  He  had  been  treated  by  a  long  Liston 
splint,  but  without  perinfeal  band,  as  it  was  said  he  could  not 
bear  it.  I  found  the  thigh  broken  in  two  places;  the  upper 
fracture  was  very  oblique,  and  the  upper  point  of  the  isolated 
fragment  projected  sharply  against  the  deep  surface  of  the 
skin.  Measurement  showed  an  inch  and  a  quarter  shorten- 
ing of  the  injured  limb.  I  reapplied  the  Liston  splint  with 
a  perineal  band  on  the  sound  side. 

December  13. — It  happened  that  all  my  pulleys  being  in 
use  I  had  to  get  a  new  set  made,  which  took  longer  than 
usual.  I  applied  the  apparatus,  however,  at  above  date,  the 
limb  at  the  time  being  an  inch  and  a  quarter  short.  It  soon 
showed,  however,  signs  of  increased  length,  and  on  the  2nd 
January  was  absolutely  of  the  same  length  as  the  other. 

The  boy  was  treated  after  the  usual  period  of  splintage 
by  a  retentive  appliance,  and  by  the  middle  of  the  year  he 
was  walking  without  the  least  limp  or  sign  of  distortion,  and 
a  little  later  took  a  creditable  part  in  lawn  tennis  tourna- 
ments;  has  since  played  cricket,  &c.  There  is  not  the 
slightest  shortening.  This  result,  especially  if  the  length  of 
time  before  it  was  applied  be  considered,  bears  good  testi- 
mony to  the  value  and  power  of  this  mode  of  making  exten- 
sion. 


CLINICAL    CASES 

DESCRIBED   BY   CARD. 


*^*  Published  in  accordance  with  the  Regulation  relating  to  the  exhibition 
of  living  specimens  at  the  meetings  of  the  Society,  viz.  that  "  each  case  shall  be 
accompanied  by  a  card  containing  a  brief  description  of  the  points  it  illustrates, 
such  card  to  be  retained  by  the  Secretary  for  publication  or  not  in  the  Transac- 
tions at  the  discretion  of  the  Council." 


I. — Paraplegia  folloiving    Typhoid  Fever.     By  F.  W. 
MoTT,  M.D.     Exhibited  January  26,  1894. 

RP.,  aet.  22,  draughtsman,  had  typhoid  fever  eight  years 
.  ago.  Was  ill  two  or  three  months ;  when  convalescent 
found  he  was  unable  to  walk  or  stand.  Beyond  a  little 
inability  to  retain  his  water  he  had  no  affection  of  the 
sphincters.  He  had  no  girdle  sensation.  There  is  great 
exaggeration  of  all  the  superficial  and  deep  reflexes  in  the 
lower  extremities,  and  there  is  wasting,  probably  from 
disuse,  as  the  muscles  respond  to  Faradic  current.  The 
patient  came  to  the  hospital  for  an  ingrowing  toe-nail,  and 
there  are  corns  on  all  his  toes.  Whether  these  are  trophic 
changes  due  to  the  paraplegia  is  uncertain.  It  is,  hoAvever, 
remarkable  that  the  great  toe,  which  was  swollen,  red,  and 
suppurating,  caused  him  very  little  pain,  nor  did  he  complain 
of  any  painful  sensation  when  the  toe-nail  was  partly  cut 
away.  There  is,  however,  no  loss  of  sensation  in  the  lower 
extremities. 
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II. — Lesion  of  Pons,  probably  Thrombosis.     By  F.  W. 
MoTT,  M.D.     Exhibited  January  26,  1894. 

HENRY  W.  E.^  get.  36,  travelling  agent  in  Japan.  Illness 
commenced  six  months  ago.  Whilst  playing  the  piano 
he  was  seized  with  sudden  faintness.  He  rose  to  get  a  drink 
of  water,  and  found  that  he  was  unable  to  swallow  or  speak. 
He  went  to  bed,  and  two  days  later  walked  to  the  hospital. 
He  was  admitted,  and,  as  he  was  still  unable  to  swallow,  he 
was  fed  with  a  tube.  At  the  end  of  three  weeks  he  began  to 
be  able  to  swallow.  He  was  treated  by  inunction.  The  face 
was  paralysed,  especially  the  left  side,  and  the  tongue  to  some 
extent.  He  improved  greatly  and  returned  to  England.  He 
now  has  evident  signs  of  sclerosis  in  his  pyramidal  tracts,  as 
shown  by  his  walk  and  the  exaggerated  deep  reflexes.  There 
is  slow  and  difficult  articulation,  and  evidence  of  paralysis  of 
left  side  of  face  involving  the  occipito-frontalis. 
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III. — Muscular  Dystrophy.     By  Frank  Penrose,  M.D. 
Exhibited  January  26,  1894. 

rpHE  patient  is  a  boy  get.  21 .  He  had  measles  and  whooping- 
J-  cough  in  childhood,  and  when  twelve  years  of  age  some 
feverish  illness,  which  lasted  about  three  weeks,  and  which  he 
attributes  to  cold  and  exposure.  He  was  born  in  New  York, 
and  for  the  first  sixteen  years  of  his  life  travelled  about  the 
States  in  a  caravan. 

The  details  of  the  family  history  are  not  very  definite,  but 
he  is  quite  certain  that  none  of  his  relations  have  ever 
sufi^ered  from  any  form  of  wasting  of  muscles. 

At  the  age  of  sixteen  years  he  came  to  this  country,  and 
about  eight  months  later  the  present  illness  began  with 
weakness  in  the  back.  Three  months  later  his  arms  began 
to  get  weak  and  to  waste,  and  two  years  later  the  lower 
limbs  began  to  be  similarly  affected.  For  the  last  two  years 
his  condition  has  been  practically  stationary.  He  attributes 
his  illness  to  having  been  much  exposed  to  wet,  &c.,  for  three 
years  of  his  life  from  twelve  to  fifteen. 
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His  condition  almost  exactly  corresponds  to  the  "  facio- 
scapulo-humeral  "  type  of  Landouzy-Dejeinne. 

The  electrical  reactions  show  merely  diminution  to  both 
the  Galvanic  and  Faradic  currents  corresponding  to  the 
wasting  of  the  muscles.  There  has  never  been  any  reaction 
of  degeneration. 

With  the  exception  that  his  knee-jerks  are  absent,  and 
that  he  is  very  ticklish  about  the  soles  of  his  feet  and  over 
his  back,  he  shows  no  alteration  in  sensation  or  other 
nervous  change. 


IV. —  A  case  of  Muscular  Dystrophy.       By    W.   Hale 
White,  M.D.     Exhibited  Mai/  27,  1894. 

JAMES  G.  C,  aet.  22,  admitted  into  Stephen  Ward,  Guy's 
Hospital,  March  3,  1894.  Clinical  clerk,  Mr.  C.  D. 
Edwards.  The  history  of  the  family  was  traced  fairly  com- 
pletely as  far  back  as,  and  collaterally  from,  the  grandparents 
on  both  sides  without  anything  of  importance  being  found. 
The  patient  was  quite  well  till  he  was  seven  years  old  when 
he  caught  a  cold,  and  as  he  could  not  shake  this  off  he  took  to 
his  bed.  He  was  in  bed  fourteen  days,  and  a  few  days  after 
he  got  up  his  friends  noticed  that  he  walked  on  his  toes. 
Fourteen  days  after  this  he  could  not  stand,  and  then  the 
arms  became  affected,  so  that  he  could  only  feed  himself  with 
difficulty.  Gradually  his  muscles  became  small,  and  he  was 
laid  up  as  helpless  for  three  or  three  and  a  half  years,  slowly 
getting  more  and  more  helpless.  Then  his  trouble  ceased, 
and  he  improved  in  strength  and  began  to  grow.  There 
have  been  no  sensory  defects  nor  any  interference  with  the 
sphincters. 

On  admission  height  about  4  feet  6  inches,  weight  3  st. 
13  lbs.     Is  very  wasted. 

Feet. — Walks  with  great  difficulty,  the  feet  being  turned  out 
nearly  at  a  right  angle.  The  malleoli,  os  calcis,  and  head  of 
the  astragalus  are  marked  bony  points  with  the  skin  tight 
over  them  and  reddened  from  pressure.  The  foot  is  everted 
and  extended.  A  line  continued  down  from  the  internal 
malleolus  passes  li  inches  internal  to  the  scaphoid.  Meta- 
tarso-phalangeal  joints  extended  and  cannot  be  flexed. 

Knees. — Over  the  bony  prominences  the  skin  is  reddened. 
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and  owing  to  the  wasting  of  the  muscles  it  is^  when  the  knees 
are  extended,  thrown  into  deep  crescentic  folds  in  front  of 
the  knee,  which  disappear  on  flexion. 

Wrists. — Flexed  at  right  angles,  and  cannot  be  moved  out 
of  this  position  except  to  be  flexed  a  little  more.  The  inter- 
phalangeal  joints  are  all  semiflexed,  and  can  be  more  fully 
flexed  but  not  extended.  The  skin  over  all  the  bony  pro- 
minences, which  are  very  marked,  is  red  and  glossy. 

Vertehral  column. — There  is  lateral  curvature  with  the 
convexity  to  the  right,  and  the  muscles  are  very  weak,  for  when 
he  tries  to  straighten  his  back  he  does  so  entirely  from  the 
hips. 

Face. — Small.  Bony  prominences  very  marked,  lower  jaw 
drawn  down  a  little. 

Muscles. — Face  :  on  both  sides  the  zygomatici,  levator 
labii  superioris,  levator  labii  superioris  alfeque  nasi,  and  levator 
anguli  oris  are  wasted;  the  upper  lip  cannot  be  drawn  up; 
the  angles  of  the  mouth  are  drawn  out,  but  hardly,  if  at  all, 
up  in  smiling.  Orbicularis  oris  :  this  is  not  wasted,  and 
acts  well ;  he  can  consequently  close  his  mouth,  but  it  is 
usually  held  open  because  of  the  drawing  down  of  the  lower 
lip  from  the  contraction  following  upon  wasting  of  the 
depressors  of  it  and  the  lower  jaw.  Buccinators  :  fair  but 
somewhat  wasted.  Temporals  and  masseters  fairly  developed ; 
the  jaw  can  be  closed  well.  Pterygoids  :  the  lateral  move- 
ment of  the  lower  jaw  is  good,  but  it  cannot  be  protruded  far. 
Tongue,  movements  good,  not  atrophied.  Palate,  movements 
good.  Occipito-frontalis  very  weak ;  he  can  hardly  wrinkle 
his  forehead  at  all.  Corrugator  supercilii  very  weak  on  both 
sides.  Orbicularis  palpebrarum  and  levator  palpebrse  supe- 
rioris :  these  muscles  on  both  sides  seem  quite  healthj^ 
Muscles  of  eyeball  seem  perfectly  normal. 

Nech. — Muscles  generally  well  developed.  Sterno-mas- 
toids  :  these  are  rather  small,  but  they  act  well.  Platysma: 
this  is  very  well  developed  on  both  sides. 

Shoulder. — Deltoid  on  both  sides  distinctly  small,  and 
atrophied,  especially  the  clavicular  part,  which  is  very 
wasted.  The  muscular  fibres  springing  from  the  acromial  pro- 
cess are  especially  wasted.  Supra-spinati :  both  are  somewhat 
wasted.  Infra-spinati :  both  are  large  and  hard,  they  stand 
out  in  marked  contrast  to  the  rest  of  the  muscles.  Trapezius  : 
on  both  sides  the  upper  and  lower  portions  have  almost 
entirely  disappeared,  but  the  middle  portion  is  moderately 
developed.    Pectoralis  major :  on  both  sides  the  upper  part  is 
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To  illustrate  Dr.  W.  Hale  White's  Case  of  Muscular  Dystrophy. 

These  plates  show  the  atrophy  of  the  muscles  and  most  of  the  other 
points  mentioned  in  the  text. 
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fairly  developed,  but  the  sternal  parts  are  much  wasted. 
Latissimus  dorsi :  on  both  sides  there  is  hardly  any  sign  of  the 
lower  part  of  this  muscle,  but  the  upper  part  is  fairly  developed. 
Levator  anguli  scapulte  :  both  are  wasted  considerably.  Ser- 
ratus  maguus  :  there  is  no  trace  of  it  on  either  side.  Rhom- 
boids and  teres  major  fair  on  both  sides. 

Arm. — The  biceps  and  other  muscles  of  the  forearm,  espe- 
cially the  triceps,  are  much  wasted  on  both  sides.  There  is 
good  movement  of  the  shoulder  and  elbow  joints. 

Forearvi. — Much  wasting  of  all  the  muscles,  especially  the 
extensors,  which  have  almost  entirely  gone.  There  is  slight 
power  of  supination,  no  power  of  pronation. 

Hand. — Thenar  and  hypothenar  eminences  much  wasted, 
as  also  are  the  dorsal  interossei,  but  the  thumb  and  fingers  can 
be  faii'ly  abducted  and  adducted. 

Spine. —  The  muscles  here  are  very  much  atrophied. 

Thorax. — Much  wasting  of  the  intercostals.  The  respira- 
tion is  almost  entirely  abdominal. 

Abdomen. — The  muscles  are  all  well  developed,  and  act 
strongly. 

Thigh  and  hip. — The  muscles  of  the  hip  and  upper  part  of 
the  thigh  are  well  developed  and  strong. 

Legs. — Extensors  and  peronei  very  much  wasted.  The 
flexors  are  wasted,  but  to  a  less  extent. 

Feet. — The  muscles  of  the  soles  of  the  feet  and  the  ex- 
tensor brevis  digitorum  are  very  much  atrophied.  The  knee, 
plantar,  and  epigastric  reflexes  are  all  present. 

The  chief  points  of  interest  in  this  case  are — 

(1)  The  absence  of  any  family  history  of  muscular  atrophy. 

(2)  The  fact  that  his  illness,  which  is  called  a  cold,  and  for 
which  he  was  in  bed,  seems  to  have  determined  the  onset  of 
the  atrophy. 

(3)  It  shows  very  well  the  combination  of  types. 

(4)  The  commencement  in  the  legs  shows  its  relationship 
to  pseudo-hypertrophic  paralysis. 

(5)  But  later  the  f  acio-scapulo-humeral  type  was  added. 
(6j  The    relationship    to    pseudo-hypertrophic    paralysis, 

and — through  the  wasting  of  the  scapular  muscles — to  the 
juvenile  form  of  muscular  atrophy,  may  explain  the  onset  at 
an  unusually  early  age. 

(7)  The  most  interesting  of  the  rarer  atrophies  that  it 
illustrates  are  those  of  the  deltoid,  the  forearm,  the  hands, 
and  the  occipito-frontalis. 

(8)  It    shows  very  well   the  frequency  with    which    the 
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infra-spinatus  is  particularly  large,  and  the  lower  parts  of  the 
pectoralis  major  and  latissimus  dorsi  are  particularly  atro- 
phied. 

(9)  The  orbicularis  oris  is  particularly  well  developed. 

(10)  If  the  disease  is  to  be  regarded  as  entirely  muscular, 
the  light  weight,  short  stature,  and  smalluess  of  the  bones 
may  be  explained  on  the  assumption  that  one  of  the  chief 
functions  of  the  bones  is  to  act  as  an  attachment  for  the 
muscles ;  and  if,  therefore,  in  childhood  it  comes  to  pass  that 
there  are  no  active  muscles  attached  to  the  bones,  they  cease 
to  grow. 

(11)  This  case  illustrates  the  well-known  but  inexplicable 
fact  that  the  larynx,  tongue,  pharynx,  and  ocular  muscles  are 
unaffected. 


V. — Three  cases  of  Pseudo-hyjpertrophic  Paralysis. 
By  James  Taylor,  M.D.  Exhibited  November  24, 
1893. 

I  CASE  of  pseudo-hypertrophic  paralysis  in  a  man  aet.  25. 
•  He  was  perfectly  well  until  he  was  eighteen,  had  been 
an  amateur  athlete  and  the  occasional  winner  of  prizes  for 
running  and  jumping.  He  has  become  gradually  weaker 
since  tlje  commencement  of  his  illness.  He  now  shows  the 
characteristic  gait,  and  he  has  much  difficulty  in  rising  from 
the  sitting  posture.  His  calves  are  large,  his  thighs  wasted. 
There  is  great  wasting  of  the  pectoralis  major  and  latissimus 
dorsi,  distinct  enlargement  of  the  mfra-spinatus.  There  is 
also  fulness  and  a  peculiar  firmness  in  the  first  dorsal  inter- 
osseous muscle  on  each  side,  believed  to  be  of  the  nature  of 
pseudo-hypertrophy.  The  tongue  also  is  large.  There  is  no 
history  of  similar  affection  in  ancestors  or  relations. 

2  and  3.  Two  cases  of  the  same  disease,  but  of  the  atrophic 
form,  in  brothers  aet.  17  and  15.  They  were  shown  at  this 
Society  three  years  ago,  and  are  now  brought  forward  with 
the  view  of  exhibiting  the  slow  but  gradual  progress  of  the 
malady.  There  is  no  marked  hypertrophy  in  any  muscle. 
The  gait  is  characteristic,  and  there  is  the  usual  difficulty  in 
rising  and  in  going  upstairs.  The  muscles  chiefly  wasted 
are  the  pectoralis  major  and  latissimus  dorsi,  the  muscles 
about  the  scapula  (although  the  infra-spinatus  is  proportion- 
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ally  large  and  hard),  and  the  thigh  muscles.  Except  in  the 
infra-spinatus  there  is  no  muscle  which  shows  even  a  suspicion 
of  pseudo-hypertrophy.  The  face  is  riot  affected  in  either 
brother.  There  are  five  others  living  in  the  same  family. 
None  of  them  show  a  similar  condition,  and  no  history  of  the 
condition  is  to  be  obtained  in  any  relatives. 


VI. —  Two  cases  of  Pseudo-hypertrophic  Paralysis  m 
members  of  the  same  family.  By  Francis  Haw- 
kins, M.B.     Exhibited  November  24,  1893. 

CASE  1. — Boy  aet.  8,  a  full-term  child,  who  was  unable  to 
walk  till  the  age  of  three  years,  when  it  was  noticed 
that  his  back  was  bent  inwards  and  the  chest  thrown  out. 
At  the  age  of  five  he  walked  with  great  difiiculty.  The 
speech  is  thick  and  somewhat  inarticulate.  The  face  is  full, 
and  there  is  want  of  expression.  Lordosis  is  well  marked, 
and  the  patient  stands  with  his  feet  apart.  The  calf  muscles 
are  much  hypertrophied,  and  measure  lOj  inches  in  circum- 
ference. The  glutei  are  also  large,  and  the  infra-spinatus 
muscles  appear  much  hypertrophied.  The  deltoids  and  tri- 
ceps are  also  somewhat  enlarged,  while  the  pectorals  are 
atrophied.  The  knee-jerks  are  absent,  and  the  patient  on 
rising  from  the  ground  "  climbs  up  his  legs/'  as  is  so  typical 
of  this  disease. 

Case  2. — Boy,  set.  11  (brother  of  the  previous  case),  could 
not  walk  until  he  was  three  years  of  age.  The  previous  his- 
tory of  this  case  I  am  unable  to  obtain,  but  the  patient  shows 
a  marked  contrast  to  his  brother,  for  he  is  not  only  unable 
to  walk  but  cannot  stand.  The  calf  muscles  as  also  the 
glutei  are  atrophied,  although  very  firm ;  the  pectorals  too 
are  atrophied,  and  the  patient  cannot  grasp.  The  infra- 
spinous  muscles  are,  however,  much  hypertrophied,  and  there 
is  some  thickening  of  the  deltoids.  The  knee  reflexes  are 
absent,  but  the  plantar,  cremasteric  and  abdominal  are  pre- 
sent. 

The  only  history  of  any  disease  in  the  family  is  that  the 
grandfather  and  uncle  (on  father's  side)  suffered  from  fits. 

Remarks. — The  two  cases,  while  of  interest  as  being 
brothers,  are,  I  think,  of  greater  interest  in  the  contrast  they 
present,  the  former  and  younger  brother  exhibiting  the  well- 
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marked  features  of  this  disease,  the  latter  showing  a  condi- 
tion less  familiar — the  atrophic  form. 


VII. — Peripheral  Neuritis  or  Anterior  Polio-myelitis? 
By  Walteh  Care,  M.D.     Exhibited  April  27,  1894. 

A  BOY  set.  1 1  years.  Illness  began  in  October  or  November, 
1893,  with  pain  and  tingling  in  hands  and  feet;  after  a 
few  weeks  the  pain  became  so  severe  that  he  remained  in  bed 
and  was  unable  to  sleep,  but  his  general  health  continued  very 
good  throughout. 

No  history  whatever  of  rheumatism,  diphtheria,  influenza, 
or  of  any  acute  specific  disease,  nor  were  any  cases  known  in 
the  neighbourhood  at  the  time. 

After  lasting  about  two  months  the  pain  passed  off,  but 
the  boy  then  found  he  had  lost  the  use  of  his  right  arm,  and 
soon  noticed  the  peculiar  condition  of  his  hands.  The  arm 
quickly  recovei'ed,  but  the  hands  have  remained  in  much  the 
same  condition  since  he  was  first  seen  on  February  7. 

He  now  has  complete  paralysis  and  wasting  of  the  inter- 
ossei,  lumbricales,  and  of  the  thenar  and  hypothenar  muscles 
on  both  sides;  the  latter  give  no  electrical  reactions,  the 
interossei  show  the  reaction  of  degeneration.  In  the  feet  also 
there  appears  to  be  paralysis  of  the  interossei  and  wasting  of 
the  plantar  muscles.  Other  muscles  react  normally,  but  there 
is  perhaps  some  slight  wasting  of  the  right  supra-spinatus 
and  intVa-spinatus  and  of  the  latissimus  dorsi  on  each  side. 
Sensation  normal.  No  tenderness  of  nerve-trunks.  Knee- 
jerks  brisk.  No  trophic  changes  of  the  skin  or  nails  of  the 
hands  or  feet. 


VIII. — A  case  of  Complete  Ap)hasia  with  Bight  Hemi- 
plegia from  cerebral  embolism  in  a  case  of  mitral 
stenosis.  Complete  recovery  from  the  hemiplegia  with 
persistence  of  the  aphasia.  By  A.  E.  Sansom,  M.D. 
Exhibited  February  23,  1894. 

ELLEN  P.,   set.  22,  was  admitted  under  my   care  at  the 
London  Hospital  on  April  24,  1893,  for  a  sudden  loss  of 
voice  and  speech,  attributed  to  a  fright  a  week  previously. 
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There  was  nothing  notable  as  regards  family  history.  The 
patient  had  suffered  from  measles  and  scarlatina  in  childhood, 
but  had  had  no  obvious  symptoms  of  rheumatism.  She  was 
pale  and  angemic,  but  of  very  good  general  nutrition,  and  all 
the  organs  seemed  fairly  healthy  with  the  exceptions  to  be 
noticed. 

Vocal  sounds  were  uttered  sufficiently  loudly,  but  there 
was  no  intelligible  speech.  The  vocal  cords  were  observed 
by  the  laryngoscope  to  be  rather  ana3mic,  but  they  approxi- 
mated well  in  attempted  phon^ion ;  there  was  no  paralysis. 
The  tongue  was  protruded  quite  straight,  but  there  was  a 
slight  paralysis  of  the  facial  muscles  on  the  right  side,  chiefly 
the  lower  muscles,  but  the  right  oi'bicularis  palpebrarum  was 
weaker  than  its  fellow.  There  were  also  paresis  of  right  arm 
and  leg,  and  exaggerated  knee-reflexes  with  ankle-clonus  on 
the  right  side.  Aphasia  was  absolute  ;  she  recognised  her 
name  by  a  nod,  and  evidently  understood  all  questions,  but 
could  neither  speak  nor  write. 

A  presystolic  thrill  was  felt  at  the  apex,  and  a  typical  pre- 
systolic murmur  was  heard.  The  apex-beat  was  below  the 
normal ;  the  percussion  outline  showed  it  to  be  rather  more 
than  three  and  a  half  inches  from  the  mid-sternal  line,  and 
two  inches  below  the  nipple.  The  pulmonic  second  sound 
was  accentuated.  Treatment  was  by  bromide  of  ammonium 
with  tinct.  valerian,  and  subsequently  small  doses  of  arsenic. 

On  May  18,  twenty-four  days  after  admission,  the  grasp- 
power  in  the  right  hand  became  much  greater. 

On  May  29  she  could  copy  print  and  writing,  could  write 
down  figures  5  and  25  when  told  to  do  so,  but  could  write 
nothing  of  her  own  accord.  When  asked  to  write  her  name, 
she  tried  to  do  so,  but  then  referred  to  a  book  in  which  she 
knew  her  name  to  be  written,  and  copied  the  letters.  When 
told  to  touch  her  nose  she  did  so  at  once. 

June  14. — Grasp  of  both  hands  as  tested  by  dynamometer 
right  60  kilos.,  left  65  kilos. ;  no  notable  weakness  of  right 
side.     Walks  well. 

June  24. — Powers  of  movement  practically  recovered. 
Speech  limited  to  "  yes  "  or  "  no  "  (indistinctly).  She  is  said 
to  have  said  "  nurse,"  but  not  when  told  to  repeat  the  word. 
All  else  quite  unintelligible.  There  was  steady  gain  of  nutri- 
tion, the  weight  increasing  from  6  st.  6  lbs.  to  7  st.  3  lbs. 
before  her  discharge  from  hospital. 
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IX. — A  case  of  Hysteria  in  which  the  breathing  is  almost 
entirely  diaphragmatic.  By  James  Calvert,  M.D. 
Exhibited  February  28, 1894. 

JESSIE  H.J  aet.  25,  single,  always  delicate,  no  serious 
illnesses  except  measles  when  a  child.  During  the  last 
ten  years  has  suffered  from  "  indigestion  "  and  ''rumbling  " 
in  the  abdomen  after  meals. 

In  1889  she  was  twice  in  the  London  Hospital  for  hysteria 
and  borborygmi ;  on  each  occasion  she  derived  great  benefit 
from  rest  in  bed,  Gralvanism,  and  strapping  the  abdomen, 
followed  by  a  light  plaster-of-Paris  bandage.  Dr.  Schorstein, 
the  Medical  Registrar  of  the  London  Hospital,  from  whom  I 
received  these  particulars,  adds  that  no  note  was  made  about 
any  abnormality  of  breathing. 

Three  years  ago  she  vomited,  on  two  occasions,  about  half 
a  pint  of  blood,  and  about  this  time  she  had  acute  pain  at  the 
epigastric  region  and  sickness  after  food. 

In  October,  1893,  she  was  an  in-patient  under  my  care  at 
the  Royal  Free  Hospital.  Since  that  time  she  has  been 
attending  at  intervals  as  an  out-patient. 

Present  condition. — She  is  thin,  Avith  dark  complexion  and 
languid  expression.  The  stomach  resonance  is  sometimes 
enlarged,  sometimes  natural,  and  loud  borborygmi  are  heard 
over  it.  The  breathing  is  almost  entirely  abdominal,  the 
movements  of  the  diaphragm  being  unduly  vigorous.  The 
chest- wall  moves  very  slightly  ;  it  sinks  during  inspiration  and 
rises  during  expiration,  so  that  a  measurement  round  it, 
taken  one  inch  above  the  nipples,  is  a  quarter  of  an  inch  less 
at  the  end  of  inspiration  than  at  the  end  of  expiration  :  this 
difference  is  increased  when  attention  paid  to  the  patient 
increases  the  number  and  depth  of  her  respirations  (respira- 
tions vary  from  18  to  36).  Below  the  level  of  the  nipples  the 
difference  in  measurement  is  less  marked  but  still  distinct. 
This  movement  of  the  chest-wall  seems  to  be  due  entirely  to 
the  varying  atmospheric  pressure  within  the  lungs.  The 
vocal  cords  separate  on  expiration  and  approach  on  inspira- 
tion; thus  their  movements  preserve  the  usual  relation  to  the 
movements  of  the  chest-wall,  but  reverse  the  usual  relation 
to  the  ingress  and  egress  of  air.  There  is  no  paralysis  of  the 
larynx;    voice    and  cough   are  perfect.      Motion,  sensation. 
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and  reflexes  are  normal.    During  sleep  the  breathing  becomes 
quite  natural  in  character. 

Whilst  she  was  under  my  care  last  year  a  single  washing 
out  of  the  stomach  greatly  improved  her.  The  process  was 
unpleasant,  and  a  few  applications  of  the  battery  nearly 
cured  her,  but  both  forms  of  treatment  were  suspended 
because  she  said  she  would  rather  leave  the  hospital  than 
submit  herself  to  either. 


X. — Cases  of — 1.  Traumatic  Cephalhydrocele.  2.  Men- 
ingocele :  natural  cure.  3.  Ankylosis  of  Sinne  : 
troiohic  changes  in  foot.  By  Stephen  Paget.  Ex- 
hihited  November  24,  1893. 

I  A  CASE  of  traumatic  cephalhydrocele  of  the  right 
•  pai'ietal  region,  in  a  child  14  mouths  old,  following  a 
severe  blow  on  that  side  of  the  head  when  the  child  was 
six  months  old.  There  was  a  long  transverse  gap  in  the 
upper  part  of  the  right  parietal  bone,  with  a  hard  zigzag 
edge,  occupied  by  a  soft  fluid  swelling  which  was  slightly 
raised  and  had  well-marked  pulsation  and  impulse.  A  small 
plate  of  bone  could  be  felt  beneath  the  posterior  angle  of  the 
gap.  The  gap  seemed  to  be  slowly  getting  larger.  Mr.  Paget 
also  showed  a  sketch  from  another  case,  where  a  similar 
transverse  gap  in  the  right  parietal  bone,  wide  open  at  bii'th, 
had  healed  by  the  time  the  child  was  three  years  old. 

2.  A  case  of  natural  cure  of  a  meningocele  in  a  young 
man.  At  birth  the  swelling  had  been  "  the  size  of  a  large 
hen's  egg.''  At  one  year  old  there  had  been  a  slow  dis- 
charge of  fluid  from  a  small  opening  in  it,  and  since  then 
the  swelling  had  slowly  shi-unk.  There  was  now,  at  the  site 
of  the  posterior  fontanelle,  a  soft,  puckered,  flatfish  growth, 
one  inch  in  diameter,  and  retracted  at  its  centre.  The  skin 
covering  it  was  loose,  wrinkled,  and  hairless.  Pain  was 
felt  if  the  growth  was  gently  drawn  outward.  There  was 
no  opening  now  to  be  felt  between  the  growth  and  the  interior 
of  the  skull,  nor  did  the  growth  ever  alter  in  size  or  in  con- 
sistence ;  but  the  patient  would  not  let  it  be  removed. 

3.  A  case  of  ankylosis  of  the  spine.  The  patient,  aet.  20, 
small  and  young  for  his  age,  had  a  severe  blow  on  the  back 
of  his  neck  at  eight  years  old.     For  six  weeks  he  was   in 
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hospital,  and  for  a  year  and  a  half  he  wore  a  plaster  jacket 
with  a  jury-mast,  which  he  says  was  never  once  taken  off 
during  that  period.  His  back  has  been  stiff  ever  since. 
The  whole  of  the  cervical  and  dorsal  spine  is  rigidly  fixed ; 
he  can  only  move  his  head  one  inch  in  any  direction,  and  the 
dorsal  vertebrae  seem  wholly  devoid  of  movement,  so  that  he 
is  compelled  to  sleep  sitting  up  in  bed. 

The  respiration  is  mostly  abdominal,  and  the  movement  of 
the  ribs  is  very  slight.  The  head  is  erect,  drawn  back ;  the 
chest  thrown  forward,  the  sternum  slanted  forward ;  there  is 
extreme  lordosis ;  no  angular  curvature ;  a  very  slight  latei'al 
curvature  about  the  lower  dorsal  spine,  concave  to  left. 

He  has  also  marked  thickening  of  the  soft  tissues  of  the 
right  foot,  most  marked  around  the  middle  tarsal  joint. 
This  swelling  has  been  treated  for  many  months  by  rest  and 
fixation  of  the  foot  in  plaster  ;  there  is  no  tenderness,  no  pain, 
no  sign  of  caries;  the  foot  is  always  much  colder  than  the 
opposite  foot ;  no  blushing,  no  marked  oedema. 

There  is  no  history  of  tuberculosis  in  his  family.  He  has 
never  had  any  pain  or  stiffness  of  any  other  joints. 


XI. — A  case  of  Multiple  Cutaneous  Fibrous  Nodules 
associated  vjith  rheumatism.  By  W.  Cayley,  M.D. 
Exhibited  May  27,  1894 

WM.  F.,  eet.  12,  was  admitted  into  the  Middlesex  Hospital 
on  March  24,  1894. 

Neither  his  parents  nor  his  grandparents,  nor,  as  far  as  was 
known,  any  of  his  relations  had  suffered  from  rheumatism  or 
gout,  with  the  exception  of  a  sister  who  had  on  one  occasion 
been  confined  to  bed  for  three  days  with  slight  rheumatism. 

He  himself  had  generally  enjoyed  good  health,  but  thi-ee 
years  ago  had  had  bronchitis ;  was  never  known  to  have  suf- 
fered from  rheumatism. 

At  the  latter  end  of  December  1893,  he  went  to  see  a 
football  match  on  a  cold  foggy  day.  On  his  return  home  his 
hands  were  swollen,  painful,  and  of  a  reddish-purple  hue,  and 
the  joints  stiff.  The  fingers  remained  swollen,  and  on  January  3 
he  consulted  a  medical  practitioner,  his  mother  thinking  he 
was  suffering  from  chilblains.  The  general  swelling  gradually 
subsided,  and  at  the  same  time  small  nodules  made  their 


DESCRIPTION  OF  PLATE  VI, 

To  illustrate  Dr.  Cayley's  Case  of  Cutaneous  Fibrous  Nodules  asso- 
ciated with  Rheumatism. 

Shows  the  somewhat  livid  congested  skin  of  the  hand,  and  the  rigid 
contraction  of  the  fingers,  together  with  the  cutaneous  nodules. 
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appearance ;  after  this  the  fingers  gradually  became  con- 
tracted, so  that  he  could  not  extend  them.  His  right  elbow 
became  stiff  and  painful.  There  was  no  disturbance  of  the 
general  health. 

On  admission,  the  patient  was  a  healthy-looking  boy,  well 
nourished,  with  a  fresh  complexion  ;  both  hands  were  a  little 
swollen,  and  the  skin  somewhat  reddened.  The  fingers  were 
rigidly  flexed,  especially  the  last  two  joints,  and  any  attempt 
at  forcible  extension  caused  great  pain.  This  flexion  appeared 
due  to  contraction  of  the  palmar  fascia  or  sheaths  of  the 
tendons,  and  not  to  any  affection  of  the  joints.  Scattered  over 
both  the  hands,  chiefly  on  the  phalanges,  but  also  on  the 
dorsum  and  palm,  were  numerous  nodules,  varying  in  size 
from  a  millet-seed  to  a  pea,  of  a  somewhat  translucent  appear- 
ance, and  looking  almost  like  vesicles,  but  of  a  dense  solid 
consistence.  They  were  situated  in  the  skin.  Besides  these 
cutaneous  nodules  there  was  great  thickening  of  the  struc- 
tures beneath  the  skin  on  the  palmar  aspect  of  the  phalanges, 
with  nodular  thickenings  beneath  the  skin  of  the  right 
thumb. 

A  somewhat  similar  nodule  was  present  in  the  skin  of  the 
neck,  in  front  of  the  centre  of  the  thyroid  cartilage,  and  one 
in  the  scalp,  in  the  occipital  region. 

Both  wrist-joints  were  somewhat  swollen  and  painful,  and 
the  right  elbow-joint  was  also  swollen,  and  the  ends  of  the 
bones  appeared  somewhat  thickened;  the  joint  could  not  be 
completely  extended,  and  the  movements  of  pronation  and 
supination  were  impaired.  The  glands  in  the  right  axilla 
were  a  little  enlarged. 

There  was  a  soft  systolic  murmur  audible  over  the  cardiac 
region,  most  distinct  at  the  base.     The  urine  was  normal. 

One  of  the  nodules  on  the  thumb  was  excised  and  sub- 
mitted to  microscopical  examination ;  it  was  found  to  consist 
of  wavy  bands  of  nucleated  fibrous  tissue. 

This  case  has  a  close  resemblance  to  those  described  and 
figured  by  Dr.  Radcliffe  Crocker  in  the  British  Journal  for 
Dermatology  for  January,  1894.  Dr.  Crocker  gave  the  affection 
the  name  of  erythema  elevatum  diutinum.  Dr.  Judson  Bury 
has  also  figured  a  similar  case  in  the  Illustrated  Medical  News, 
May  18,  1889.  All  these  cases  were  gii-ls ;  in  none  of  them 
were  the  deeper  structures,  as  fasciae  and  joints,  involved. 

In  this  case  the  nodules  had  all  the  characters  of  rheu- 
matic fibrous  nodules,  except  that  they  were  situated  in  the 
skin  as  well  as  in  the  fascige. 

VOL.  xxvii.  18 
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The  drawing  from  which  the  accompanying  plate  is  taken 
is  in  the  museum  of  the  Royal  Colleofe  of  Suro-eous. 


XII. — Subcutaneous  Nodules  in  an  adult.     By  Sidney 
Phillips,  M.D.     Exhibited  January  27,  1894. 

DR.  Sidney  Phillips  showed  a  male  tet.  41;  he  had 
swelling  and  pain  in  joints  four  years  ago,  and  again  in 
winter  1892-3.  In  November,  1893,  he  had  swelling  and 
pain  in  both  wrists  and  ankles,  and  in  some  of  the  joints  of 
the  hand;  a  month  later  he  had  an  elastic,  nearly  circular, 
soft  swelling  over  the  upper  end  of  the  ulna,  about  one  inch 
below  the  joint,  and  a  second  nodule  the  size  of  a  pea  in  a 
similar  position  on  the  left  side,  and  two  weeks  later  a  third 
larger  nodule  developed  close  to  the  second.  There  was  no 
history  of  rheumatic  fever  or  of  syphilis,  and  no  evidence  of 
endocarditis  or  other  heart  affection.  The  nodules  did  not 
involve  the  skin,  and  appeared  to  be  fixed  to  the  periosteum. 
They  were  now  subsiding,  as  well  as  the  joint  swelling,  under 
treatment  by  salicylates  and  quinine. 


XIII. — Morphoea  of  the  Fifth  Nerve.     By  BalmaisT^o 
Squiee,  M.B.     Exhibited  October  27,  1893. 


M 


/|  AN  aet.  33.     Duration  of  disease  eiffht  mouths. 


Disease  is  limited  to  right  side  (only)  of  the  head. 

Was  first  noticed  on  the  forehead. 

The  patches,  which  are  placed  close  to  the  mesian  line, 
extend  (in  the  form  of  a  band)  from  the  orbit  to  the  "  crown  " 
of  the  head. 

They  correspond  roughly  to  the  area  of  distribution  of 
the  supra-orbital  nerve. 

The  patch  is  abruptly  defined,  especially  towards  the 
mesian  line. 

Its  colour,  especially  on  the  forehead,  is  a  distinct  bluish 
hue. 
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The  affected  skiu  is  considerably  thickened,  and  at  its 
scalp  portion  is  also  oedematous. 

There  is  none  of  the  so-called  "  old  ivory "  appearance 
about  it,  and  there  are  no  teleangiectases,  nor  lilac  border,  nor 
red  border,  nor  pigmented  border  (such  as,  one  or  the  other, 
are  often  present  in  morphoea) . 

Some  authorities  hold  that  any  hitherto  known  treatment 
is  useless  in  morphoea,  and  that  irritating  the  patch  by  any 
means  only  makes  it  worse  (more  thickened) . 

However,  in  this  case  1  have  irritated  the  patch  extremely 
over  and  over  again  with  strong  applications,  and  this  treat- 
ment has  been  followed  by  very  unquestionable,  nay,  very 
considerable  improvement. 


XIV. — A  case  of  Myxoedenia  after  Thyroid  Treatment. 
By  Arthur  T.  Davies,  M.D.  Exhibited  February 
23,  1894. 

A  LICE  A.,  set.  48.  This  case  I  exhibited  at  a  meeting 
Ix.  of  this  Society  on  February  25,  1892,  when  she  pre- 
sented the  typical  aspect  of  myxoedema.  Her  condition  is 
fully  described  in  vol.  xxv  of  the  Society's  Transactions. 
Having  first  ascertained  her  -weight  to  be  14  st.  9  lbs.  12  oz. 
on  June  13,  1892,  I  commenced  injecting  her  on  the  inter- 
scapular region  with  v\xv  of  Brady  and  Martin's  thyroid 
extract,  and  she  received  twelve  injections  in  seven  weeks 
Avhilst  an  in-patient.  Within  ten  days  of  the  commencement 
of  treatment  she  began  to  improve,  and  at  the  end  of  this 
interval  there  was  marked  diminution  in  the  oedema,  which 
was  proved  by  the  fact  that  she  lost  2  lbs.  12  oz.  in  this 
period,  her  weight  falling  to  14  st.  7  lbs.  on  June  23.  On 
July  7,  concomitant  with  the  steady  improvement  in  her 
aspect,  she  began  to  feel  warmer  and  to  perspire.  On 
July  31,  1892,  she  was  discharged  as  an  in-patient,  and  her 
weight  was  14  st.  6  lbs.  4  oz.  The  injections  were,  however, 
still  carried  on  till  Septembers,  1892.  Her  friends  had  much 
difficulty  in  recognising  her  altered  appearance.  On  October 
20,  1892,  seven  weeks  after  the  cessation  of  treatment,  I 
noted  a  slight  return  of  her  former  symptoms,  and  espe- 
cially the  facial  oedema,  and  these  increased  gradually  until 
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November  28, 1892,  when  I  began  giving  her  White's  thyroid 
powders  once  a  day ;  under  these  she  again  greatly  improved, 
and  lost  weight  steadily.  On  March  20,  1893,  I  substituted 
the  thyroid  tabloids  for  the  powders,  giving  one  a  day,  and 
these  she  continued  taking  till  August  24,  1893;  they  were 
then  discontinued  till  October  23,  during  which  period  she 
again  relapsed  and  gained  weight.  She  was  again  put  on 
the  tabloids,  and  has  greatly  improved  again  up  to  the  present 
time. 


XY. — Cancrum  Oris  after  Ti/pJwid  Fever :  recovery. 
By  Frederick  Taylor,  M.D.  Exhibited  October  27, 
1893. 

LB.,  a  girl  ast.  11,  was  admitted  into  Gay's  Hospital  on 
•  July  24,  1893,  on  the  twelfth  day  of  an  attack  of 
typhoid  fever.  She  had  been  irritable,  drowsy,  and  delirious, 
with  severe  diarrhoea  at  first,  and  then  occasional  loose 
motions. 

On  the  day  of  admission  the  temperature  was  104°,  but 
afterwai'ds  continued  to  be  about  103°.  There  were  only  a 
few  rose  spots  ;  the  spleen  was  enlarged  and  tender,  and 
there  Avere  rales  at  the  bases  of  both  lungs. 

Thenceforward  she  had  a  severe  attack  of  typhoid  fever 
with  a  still  more  severe  relapse,  which  commenced  on  the 
twenty-ninth  day  of  the  illness,  but  was  not  separated  from 
the  first  illness  by  any  single  day  of  apyrexia.  The  relapse 
terminated  on  its  nineteenth  day,  the  forty-eighth  day  of 
the  disease,  August  29.  On  the  following  day  a  large  swell- 
ing was  noticed  on  the  right  cheek,  and  was  attributed  to  a 
painful  carious  tooth.  The  temperature  rose  that  evening  to 
102°,  and  oscillated  irregularly  between  98°  and  102°  on  the 
five  succeeding  days.  The  offending  tooth,  a  temporary 
molar  in  the  right  upper  jaw,  was  found  to  be  loose  on 
September  1,  and  it  was  removed,  giving  exit  to  some 
offensive  pus.  She  was  now,  at  the  end  of  her  prolonged 
illness,  in  a  very  prostrate  condition,  with  a  small  pulse  of 
108  to  124,  and  she  was  wretchedly  emaciated.  The  cheek 
continued  to  swell,  and  the  inner  surface  sloughed. 

On  September  3  a  10  per  cent,  solution  of  carbolic  acid 
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in  glycerine  was  applied  every  half-hour,  but  the  sloughing 
continued,  and  the  hard  infiltration  of  the  cheek  extended. 

On  September  5  carboluria  was  present,  and  the  applica- 
tions were  made  hourly.  The  angle  of  the  mouth  was  this 
day  of  a  dusky  colour.  On  the  6th  it  was  distinctly  gan- 
grenous. The  strength  of  the  patient  was,  however,  main- 
tained, and  on  the  two  following  days  there  was  no  extension 
of  the  sloughing  at  the  angle  of  the  mouth. 

On  August  9,  under  an  anjesthetic,  the  sloughs  were  re- 
moved from  the  interior  of  the  cheek,  and  fuming  nitric 
acid  was  freely  applied.  There  was  scarcely  any  subsequent 
pain,  and  the  patient  slowly  recovered.  The  degree  of 
emaciation  attained  is  shown  by  the  fact  that  on  September 
18  she  weighed  only  31  lbs.,  being  eleven  j^ears  old. 

The  angle  of  the  mouth  gradually  contracted,  the  slough- 
ing tissues  sepai-ated  rather  slowly,  and  for  a  long  time  there 
was  a  little  opaque  grey  discharge.  AVhen  exhibited  the 
mouth  was  drawn  to  the  right  by  the  contraction  of  the 
right  cheek ;  at  the  right  angle  of  the  mouth  the  lips  did  not 
meet,  but  presented  an  oval  or  pear-shaped  aperture  through 
which  the  teeth  could  be  seen;  and  the  teeth  could  only  be 
separated  about  one  tenth  of  an  inch. 

It  is  interesting  to  note  that  she  had  from  the  day  of 
admission,  July  24,  a  pill  containing  one  grain  of  carbolic 
acid  every  four  hours,  and  that  these  were  continued  until 
August  20,  when  she  had  cai-boluria. 


XYI. — Blach  Tongue.     By  Frederic  Eve.     Exhibited 
April  27,  1894. 

GEORGE  0.,  get.  63,  noticed  that  the  centre  of  his  tongue 
had  assumed  a  black  colour  two  or  three  months  ago. 
There  was  slight  soreness  of  the  part.  The  tongue  exhibits 
the  typical  appearances  of  black  tongue.  At  the  centre  of 
the  dorsum  just  in  front  of  the  circumvallate  papillae  is  a 
patch  the  size  of  a  crown  piece,  over  which  the  papillee  are 
long  and  hair-like,  and  stained  of  a  brown-black  colour. 
The  tips  of  the  papillae  are  more  deeply  stained  than  the 
lower  parts.  The  patch  has  a  resemblance  to  the  fur  of  an 
animal.     There  is  no  induration  of  the  submucous  tissue,  nor 
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alteratiou  of  the  consistence  of  the  part.  He  gave  up 
smoking  for  a  time,  but  there  was  no  change  in  the  colour  of 
the  patch. 

Bacteriological  examination  of  the  fur  throws  no  light  on 
the  cause  of  the  discolorations.  Cultures  on  glucosine  and 
agar  and  plate  cultivations  on  gelatine  consisted  chiefly  of 
two  organisms. 

1.  An  opaque,  white,  waxy-looking  growth  on  agar,  com- 
posed of  thick  bacilli,  relatively  short  and  forming  long 
thi'eads;  perhaps  one  of  the  groups  included  under  the  name 
of  Leptotlirix. 

2.  A  delicate  short  bacilhis  liquefying  gelatine ;  the  cul- 
tures both  on  it  and  on  agar  were  of  a  deep  orange-yellow, 
like  the  colour  of  Staph,  aureus.     No  moulds  grew. 

The  patch  of  fur  was  scraped,  and  its  base  burnt  with  the 
thermo-cautery,  but  it  returned  in  about  fourteen  days. 
I  am  indebted  to  Dr.  T.  H.  Dickson  for  this  case. 


XVII. — Resitlt  of  Tlwracoplastij.      By   A.    Peakce 
Gould,  M.S.     Exhibited  Januanj  26,  1894. 

THE  patient,  who  is  now  sixteen  years  of  age,  came  under 
my  care  at  the  Eoyal  Chest  Hospital  in  January,  1887, 
with  a  fistulous  empyema  of  the  left  side  of  two  years'  standing. 
The  liver  was  enlarged,  and  the  urine  contained  one  third  of 
albumen.  The  sinuses  were  dilated  and  the  cavity  drained, 
but  after  two  months  it  was  evident  that  no  material  improve- 
ment was  to  be  hoped  for  from  this.  In  March,  1887, 
thoracoplasty  was  done,  and  the  ribs  from  the  second  to  the 
sixth  rib  inclusive  were  removed  for  the  whole  extent  of  the 
cavity.  The  wound  and  the  pleural  cavity  healed,  the  albu- 
men disappeared  from  the  urine,  and  the  liver  shrank  to  its 
normal  size.  The  boy  has  grown  considerably,  but  is  able  to 
do  only  very  light  work.  The  veiy  great  deformity  of  the 
chest  is  well  shown  in  the  accompanying  figures  31  and  32. 
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XYIII. — Lavije  Apical  Cavity :  treatment  by  a  capacious 
form  of  carbolic  respirator :  quiescence.     By  W.  Wil- 
BEHPOKCE  Smith.     Exhibited  February  23,  1894. 

WD.,  £st.  25,  is  a  merchant.  His  case  is  one  of  tubercu- 
•  losis  of  the  lungs  taking  a  favorable  course,  and  is 
shown  only  to  illustrate  a  point  in  treatment.  His  maternal 
grandmother  died  of  phthisis.  In  Maj*,  1 892,  he  was  accepted 
for  life  insurance.  The  following  .June,  twenty  months  ago, 
he  experienced  a  chill  and  became  ill.  When  seen  after  three 
months'  illness,  the  upper  part  of  the  right  lung  down  to  the 
second  rib  presented  dulness  to  percussion  and  crackling  moist 
sounds. 

After  four  and  a  half  months'  illness  he  had  a  pyrexial 
attack,  during  which  he  was  attended  by  Mr.  A.  L.  Bright. 
AMien  I  saw  him  sixteen  days  after  this  attack,  there  were  in  the 
upper  part  of  the  same  lung  cavernous  breathing  and  flattening 
down  to  the  third  rib.  The  opposite  (left)  lung,  at  the  base, 
up  to  the  angle  of  the  scapula,  presented  dulness  and  moist 
rales.  This  pneumonic  condition  at  the  base  afterwards 
cleared  off.  At  six  months  an  ischio-rectal  abscess  occurred, 
and  the  patient  was  seen  by  Dr.  Brookfield,  of  Brondesbury, 
and  Mr.  Stocker,  of  AVillesden.     A  small  fistula  remains. 

At  eleven  months  the  scanty  expectoration  was  examined 
by  Mr.  W.  D.  Severn,  and  found  to  contain  tubercle  bacilli. 
But  for  the  pyrexial  attack  described,  his  illness  has  taken 
the  course  of  a  favorable  case  of  pulmonary  tuberculosis  with 
absence  of  pyrexia,  but  with  low  morning  temperature. 

At  twelve  months  he  appeared  to  his  friends  quite  well, 
and  married.  He  is  now,  after  twenty  months,  free  from 
cough  and  expectoration,  feels  quite  well,  attends  to  business, 
is  well  nourished,  and  weighs  135*2  lbs.,  this  being  3*2  lbs. 
more  than  when  first  weighed  after  three  months  of  illness. 
Below  the  right  clavicle  the  chest-wall  is  deeply  retracted,  and 
there  is  loud  bronchial  breathing  Avith  entire  absence  of  rales. 

The  treatment,  with  a  single  exception,  has  been  of  an 
ordinary  kind.  Fortunately  he  has  been  able  to  spend  most 
of  his  time  at  St.  Leonards.  The  point  to  which  I  desire  to 
draw  attention  is  that  throughout  his  illness  he  has  persisted  in 
the  diligent  and  very  copious  inhalation  of  crude  carbolic  acid, 
employed,  as  an  average,  during  one  and  a  half  hours  daily. 
For  this  purpose  I  have  used  in  his  and  other  cases  a  very  large 
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light  respirator  (shown),  consisting  of  a  hat-box,  within  which 
ai-e  secared  broad  bauds  of  flannel.  When  saturated,  the 
flannel  holds  about  6  oz.  of  carbolic  acid.  In  the  present  case, 
by  the  patient's  choice,  the  crude  commercial  kind,  "  Calvert's 
No.  o,"  has  been  used.  The  use  of  this  apparatus  is  pre- 
scribed as  strong  as  the  pungent  effect  on  the  throat  and 
nose  will  permit.  Perseverance  is  promoted  by  the  fact  that 
most  patients  describe  it  as  relieving  cough,  rendering  expec- 
toration easy,  soothing  the  feelings,  and  promoting  sleep. 
I  have  not  in  any  case  found  noteworthy  toxic  effects. 


XIX. — A  case  of  Fopllteal  Aneiunjsm  followed  hij 
embolism  of  the  posterior  tibial  artery  and  gangreiie 
of  the  foot.  By  R.  J.  H.  Scott.  Exhibited  April  27, 
1894.' 

HENRY  W.,  £et.  33,  groom,  single.  Has  always  been  a 
healthy  man.  No  history  of  syphilis.  Fourteen  years 
ago  was  thrown  from  his  horse,  which  rolled  over  him, 
bruising  his  left  knee  and  leg. 

Three  years  afterwards  noticed  pulsation,  pain,  and  a 
swelling  of  the  size  of  a  pigeon's  egor  under  his  left  knee. 
The  pain  passed  down  his  leg.  He  was  attended  by  a  doctor, 
who  advised  his  going  into  St.  George's  Hospital. 

He  was  under  the  care  of  Mr.  Pickering  Pick  at  St. 
George's  Hospital,  and  was  first  treated  by  flexion  of  the  knee 
for  a  few  days,  afterwards  by  pressure  on  the  femoral  artery 
by  tourniquets  for  about  a  fortnight.  As  there  was  no  improve- 
ment his  femoral  artery  was  tied  in  Scarpa's  triangle.  The 
tumour  became  much  smaller,  and  ceased  to  pulsate. 

About  three  years  ago  the  tumour  began  to  increase  in 
size,  and  pain  begaH  under  the  knee  and  down  the  leg. 

On  January  2,  1894,  whilst  running  to  keep  himself  warm, 
he  felt  a  sudden  pain  "  in  the  calf  of  the  left  leg,"  which  shot 
down  into  the  foot.  He  then  "  dragged"  himself  along  till 
he  was  able  to  get  into  a  train  ;  on  his  way  home  his  foot  and 
leg  rapidly  became  cold,  and  he  had  severe  pain  of  a  gnawing 
character  till  his  admission  into  the  hospital  at  Bath. 

On  admission,  January  4,  it  was  noted  that  his  left  leg  was 
discoloured  from  the  toes  to  within  three  inches  of  his  knee, 
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purplish  at  the  toes,  passing  through  various  shades  to  red  at 
upper  border  of  discoloration.  Sensation  almost  absent  at 
toes,  but  present  at  ankle  ',  not  hypersensitive  at  calf.  No 
pulsation  could  be  felt  in  any  artery  below  femoral  at  the 
groin.     Foot  cold. 

February  9. — It  was  noted  "  that  the  line  of  demarcation 
of  the  gangrene  of  the  foot  was  well  defined,"  reaching  from 
middle  of  metatarsal  bone  of  little  toe  to  internal  cuneiform. 
The  "popliteal  aneurysm"  has  increased  in  size,  and  the 
patient  has  had  intense  pain  in  the  leg  running  down  to  the 
foot.  Is  obliged  to  have  hypodermic  injection  of  morphia 
two  or  three  times  a  day  and  night. 

February  22. — Patient  was  placed  under  the  influence  of 
ether.  A  tourniquet  was  applied  to  the  thigh,  and  a  median 
incision  was  made  over  the  aneurysm  in  the  popliteal  space  ; 
the  sac  of  the  aneurysm  was  readily  exposed,  with  the  pop- 
liteal vein  lying  in  a  collapsed  state  over  it.  The  vein  was 
injured  in  removing  the  tumour,  and  was  therefore  tied  above 
and  below.  There  was  some  slight  haemorrhage  from  some 
small  veins,  easily  controlled. 

The  popliteal  artery  was  ligatured  and  divided  above  and 
below  the  sac. 

On  removal  of  the  tourniquet  there  was  no  haemorrhage 
worth  mentioning.  The  wound  was  closed  with  silkworm-gut 
sutures  and  a  drninage-tube  inserted  ;  the  wound  was  dressed 
antiseptically.  The  leg*  was  wrapped  up  in  cotton  wool,  and 
kept  in  a  raised  position. 

The  sac  when  removed  was  found  to  contain  a  pasty 
chocolate  substance.  The  opening  of  the  artery  into  the  sac 
could  be  well  demonstrated. 

On  February  28,  six  days  after  the  operation,  it  was  noted 
that  the  patient  was  having  fairly  good  nights  with  less 
morphia.  There  was  no  swelling  of  the  leg.  The  wound 
had  been  dressed  twice  since  the  operation ;  the  temperature 
had  been  normal. 

March  1. — Less  pain  both  in  foot  and  leg.  Sphacelus  of 
foot  partially  removed  by  scissors,  healthy  granulating  sur- 
face underneath. 

March  20. — Wound  in  popliteal  space  almost  healed. 
The  patient  was  put  under  the  influence  of  ether  and  chloro- 
form, and  "  Chopart's  amputation  "  was  performed  on  the  left 
foot.  The  flaps  being  formed  in  the  usual  manner,  and  the 
bones  disarticulated  at  the  medio-tarsal  joint,  it  was  found 
that  the  anterior  surface  of  the  os  calcis  and  the  head  of  the 
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astragalus  would  press  too  mucli  on  the  posterior  flap,  there- 
fore a  small  portion  of  each  was  sawn  off.  On  removing  the 
tourniquet  from  the  thigh  the  circulation  returned  very 
feebly  to  the  flaps;  only  two  or  three  veiy  small  vessels 
required  ligaturing.  When  the  circulation  had  thoroughly 
returned,  the   tendons  on  the   anterior  surface   of  the   foot 


Fig.  33. — Sac  of  the  aneurysm  with  artery  laid  openj  natural  size. 

were  attached  to  the  plantar  flap  by  four  catgut  sutures. 
Two  small  drainage-tubes  were  inserted,  and  the  flaps  united 
with  silkworm  gut.     The  stump  was  dressed  antiseptically. 

March  22. — Two  days  afterwards  the  stump  was  dressed. 
Wound  healthy;  slight  tension  on  middle  sutures,  which  were 
removed. 

Four   days    later    stump    was   dressed   and  more  sutui'es 
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removed.  Wound  looks  healthy,  lower  flap  supported  with 
broad  strapping. 

April  3. — The  stump  looks  well ;  some  purulent  discharge 
from  the  drainage-tube  sinuses,  pieces  of  sloughing  tendons 
syringed  out.  Wound  under  knee  healed ;  leg  now  quite 
straight. 

April  8. — Patient  gets  up  and  walks  with  the  aid  of 
crutches. 

April  19. — Patient  has  good  power  of  flexion  at  the  knee. 
No  pain,  appetite  good,  increasing  in  weight.  There  are 
two  sinuses  leading  down  to  some  bare  bone  on  front  of  the 
astragalus.  He  can  bear  a  fair  amount  of  pressure  on  the 
stump. 

Patient's  temperature  has  not  been  above  100°  since  the 
amputation. 


XX. —  Tubercular  Disease  of  the  Pahnar  Synovial  Mem- 
hranes  :  excision :  recovery  with  perfect  movement. 
By  A.  Peakce  Gould,  M.S.  Exhibited  October  27, 
1893. 

THE  patient,  a  man  twenty-six  years  of  age,  was  discharged 
from  the  army  at  the  end  of  1892  on  account  of  palmar 
ganglion  of  the  right  hand.  This  had  originated,  apparently, 
from  a  sprain  received  in  tightening  up  his  saddle-gii'th ; 
this  sprain  was  quickly  followed  by  swelling,  which  had  resisted 
treatment  by  rest  and  counter-irritation. 

On  admission  to  Middlesex  Hospital  on  January  9,  1893, 
a  soft  fluctuating  swelling  was  found  above  the  wrist  and  in 
the  palm  of  the  hand  in  the  region  of  the  common  flexor 
tendinous  synovial  sheath. 

On  January  11  j\lr.  Gould  operated,  and  dissected  away 
the  pulpy  synovial  membrane  in  its  whole  extent;  for  this  the 
anterior  annular  ligament  was  divided.  Primary  union  was 
obtained,  and  he  left  the  hospital  in  a  week.  At  the  end  of 
September,  however,  he  was  again  admitted  to  the  hospital,  as 
the  disease  had  recurred  in  the  outer  palmar  synovial  mem- 
brane in  its  whole  length.  He  was  again  submitted  to  opera- 
tion, and  all  the  diseased  tissues  were  excised.  Primary 
union  was  obtained.  The  man  has  perfect  movement  in  his 
wrist,  thumb,  and  fingers. 
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XXI. — Bony  Ankylosis  of  Temjyoro-maxillary  Joint  icith 
very  imperfect  develo])ment  of  loiver  jaw.  By  W. 
Arbuthnot  Lane,  M.S.  Exhibited  November  24, 
1893. 

EH.,  set.  13  years,  was  admitted  under  my  care  into 
•  Guy's  Hospital  in  September,  1893.  When  eighteen 
months  old  she  was  stung  on  the  left  upper  eyelid.  Much 
inflammation  of  adjacent  parts  followed,  with  free  suppura- 
tion, some  of  the  skin  of  the  lid  with  the  subjacent  orbicularis 
coming  away  in  the  slough.  Shortly  after  this  it  was  noticed 
that  the  child  was  unable  to  open  her  mouth. 

On  admission  the  face  was  much  deformed  by  the  fact  of 
the  lower  jaw  being  very  ill-developed.     It  was  immoveable  on 


Fig.  34. — Arrest  of  development  of  lower  jaw. 

the  upper,  and  the  incisor  teeth,  which  were  the  only  teeth 
of  the  lower  jaw  which  did  not  come  into  apposition  with 
those  of  the  upper,  were  very  long,  being  considerably 
above  the  level  of  the  others.  They  projected  into  the  roof 
of  the  mouth,  coming  into  contact  with  its  mucous  membrane. 
She  was  unable  to  close  the  left  eye  owing  to  imperfect  action 
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of  the  orbicularis,  and  there  was  a  hxrge  scar  iu  the  upper  lid 
externally. 

Chloroform  was  administered  on  September  19,  when  it 
was  found  necessary  to  open  the  trachea  at  once.  After 
considerable  difficulty  the  upper  part  of  the  ramus  of  the  jaw 
with  the  portion  of  the  temporal  bone  continuous  with  it  was 
removed.  There  was  no  indication  of  the  presence  of  the 
original  joint.  However,  even  when  much  bone  was  removed, 
owing  apparently  to  the  angle  of  the  jaw  coming  into  contact 
with  the  spine,  it  was  found  impossible  to  obtain  a  greater 
interval  than  half  an  inch  between  the  margins  of  the  incisor 
teeth  and  the  portion  of  the  roof  of  the  mouth  on  which  they 
rested  when  the  mouth  was  closed.  The  child  was  put  on 
chewing  gum,  and  an  excellent  joint  was  developed.  Mr. 
Maggs,  who  was  much  interested  in  the  case,  stopped  some  of 
her  incisor  teeth  and  removed  others. 

On  January  19,  1894,  I  divided  the  jaw  between  the  right 
canine  and  incisor  teeth,  and  by  depressing  the  outer  frag- 
ment and  rotating  it  somewhat  I  brought  the  summits  of  the 
incisor  teeth  to  the  level  of  the  others,  and  directed  them  a 
little  forwards.  The  fragments  were  retained  in  this  position 
by  means  of  silver  wire  which  perforated  the  bone.  On  this 
occasion  it  w^as  again  necessary  to  open  the  trachea. 

Much  benefit  was  obtained  from  this  operation,  since  on 
opening  her  mouth  she  was  able  to  obtain  an  interval  of  about 
an  inch  between  the  incisor  teeth  and  the  roof  of  the  mouth, 
and  could  eat  with  much  satisfaction.  Under  the  influence  of 
muscular  action  the  lower  jaw  has  developed  considerably. 
This,  combined  with  the  diminished  forward  projection  of  the 
upper  incisors,  has  resulted  in  a  considerable  improvement  in 
her  personal  appearance. 


XXII. — Empiiema  of  Maxillary  Sinus,  illustrating  the 
value  of  Heri/nrfs  method  of  transiUumination.  By 
C.  A.  Ballanck,  M.S.  Exhibited  November  24, 
1893. 

THE  man  was  a  patient  of  Dr.  Green,  of  Edmonton,  and 
was  twenty-seven  years  of  age. 
He  had  suffered  for  one  year  from  discharge  from  the  left 
nostril,  and  from  a  very  offensive  odour  which  he  was  conscious 


DESCRIPTION   OF  PLATE   VII, 

To  illustrate  Mr.  Ballance's  case  of  Empyema  of  the  Antrum 
of  Highmore. 

The  patient  was  taken  into  an  absolutely  dark  room,  the  electric 
lamp  placed  in  his  mouth,  the  lips  closed  over  the  handle,  and  then  the 
button  was  pressed  which  allowed  the  current  to  reach  the  lamp. 

The  appearances  then  presented  were  drawn  in  colour  by  Mr. 
Lapidge,  and  his  drawing  has  been  reproduced  on  the  opposite  page. 

The  outlines  of  the  upper  part  of  the  head  and  of  the  upper  mai'gins 
of  the  orbits  are  just  visible.  There  is  a  brilliant  illumination  of  the 
cheeks  and  the  red  margin  of  the  lips  ;  the  light  also  defines  the  lower 
margin  of  the  nose.  The  handle  of  the  incandescent  lamp  passing  into 
the  mouth  between  the  closed  lips  is  faintly  visible.  Near  the  root  of 
the  nose  there  is  a  bright  bar  of  light.  The  lower  margin  of  the  right 
orbit  is  brilliantly  illuminated,  whilst  there  is  absolute  darkness  of  the 
corresponding  region  of  the  opposite  side,  indicating  the  presence  of  an 
opaque  fluid  or  solid  substance  in  the  left  maxillary  sinus. 
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of  wheu  those  around  him  were  not  able  to  perceive  any 
smell. 

On  examination  nothing  was  seen  in  the  left  nasal  cavity, 
but  on  making  him  put  his  head  for  a  few  seconds  between 
his  knees,  and  then  examining  the  nose  again  immediately, 
pus  was  visible  in  small  quantity  occupying  the  concavity  of 
the  middle  turbinate  bone,  and  those  around  became  conscious 
of  the  presence  of  a  horrible  smell.  The  diagnosis  was 
clenched  by  Heryng's  method  of  transillumination — a  dark 
shadow  being  evident  over  the  aifected  antrum,  and  no  light 
passing  upwards  and  illuminating  the  lower  border  of  the 
left  orbit,  as  it  did  on  the  other  side  (see  plate). 

The  antrum  was  not  enlarged,  there  was  no  tenderness 
on  pressure  or  percussion  over  the  palate,  cheek,  or  malar 
bone.  The  alveolar  process  and  teeth  were  apparently  healthy. 
There  had  been  no  infra-orbital  pain  or  any  other  classical 
symptom. 

The  operation  proposed  was  the  opening  of  the  front  wall 
of  the  antrum,  cleansing  it,  and  stuflBng  it  with  iodoform 
gauze.  This  appears  to  be  better  than  the  intra-nasal  opera- 
tion, and  as  the  teeth  are  healthy  it  would  seem  unwise  to 
interfere  with  them  or  the  alveolar  process. 

Note. — At  the  operation  the  antrum  was  found  full  of 
very  offensive  pus.  Six  weeks  later  the  patient  was  quite 
well,  and  there  was  no  difference  to  be  detected  in  the  trans- 
illumination of  the  right  and  left  sides  of  the  face,  the  dark 
shadow  over  the  left  antrum  having  disappeared. 


XXIII. — Epithelioma  of  Tongue  and  Jaw :  removal  of 
Si/mphijsis  Menti  and  insertion  of  silver  wire  spanner. 
By  Stanley  Boyd.     Exhiljited^ October  28,  1893. 

THE  specimen  is   shown  to    bring  forward   a  method   by 
which  the  form  of  the  lower  jaw  may  be  preserved  after 
resection  of  a  piece. 

In  the  present  case,  not  only  was  2  inches  of  the  sym- 
physis menti  removed,  but  also  the  anterior  half  of  the 
tongue  and  the  floor  of  the  mouth  between  the  frsenum  and 
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the  jaw.  The  fragments  of  the  jaw  were  kept  at  their  normal 
distance  apart  by  a  suitably  bent  spanner  of  thick  silver 
wire,  the  ends  of  which  were  inserted  into  holes  drilled  in  the 
sawn  surfaces  of  the  fragments.  The  wire  was  kept  in  place 
by  suture  over  it  of  the  skin  flaps  which  had  been  reflected 
to  allow  of  the  removal  of  the  jaw.  On  the  deep  aspect  the 
wire  was  almost  wholly  exposed  in  the  cavity  of  the  mouth. 
Within  a  month  it  has  become  completely  encased  in  dense 
fibrous  tissue.  The  mouth  can  be  opened  fully,  and  the  wire 
moves  in  one  piece  with  the  two  sides  of  the  jaw.  The  chin 
is  normally  prominent.  Owing  to  the  loss  of  the  floor  of  the 
mouth  and  anterior  half  of  the  tongue,  the  lower  lip  has 
been  drawn  back  by  scar  contraction,  and  so  far  it  has  not 
been  found  possible  to  fit  a  denture.  Mr.  J.  F.  Colyer,  how- 
ever, still  hopes  to  succeed. 

Clinically  the  case  was  interesting  as  a  very  marked 
example  of  leukoplakia  in  a  woman,  and  as  an  example  of 
two  distinct  epitheliomata,  one  on  the  right  side  of  the  dorsum 
of  the  anterior  half  of  the  tongue,  the  other  of  the  fr^enal 
region  (due  probably  to  the  irritation  of  a  denture)  involving 
the  jaw. 


XXIV. — Dentigerous    Cyst   icith    Tooth   in    situ.      By 
Storer  Bennett.     Exhibited  February  23,  1894, 

ri'^HE  patient,  a  compositor  set.  25,  states  that  some  months 
JL  ago  a  swelling  occurred  in  the  front  of  his  right  upper 
naaxilla.  This  burst,  giving  exit  to  a  very  foul  discharge, 
which  continued  until  he  was  seen  by  me  three  weeks  ago. 

A  short  time  before  coming  under  obseiwation  "  a  small 
tooth  with  a  short  root ''  was  extracted  from  the  space  which 
now  exists  between  the  right  upper  permanent  central  incisor 
and  the  right  upper  canine.  This  extracted  tooth  was  pro- 
bably the  temporary  canine  of  that  side  retained  beyond  its 
normal  period. 

The  patient  came  to  the  Dental  Hospital  of  London  with 
a  swelling  over  the  region  of  the  right  upper  central  incisor; 
this  was  incised  and  the  opening  dilated,  when  a  large  cyst 
cavity  was  displayed,  containing  a  tooth  resembling  a  lateral 
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incisor.  The  tooth  was  situated  on  the  floor  of  the  cyst,  with 
its  crown  directed  upwards  and  to  the  left  side, — in  fact, 
exactly  inverted.  The  tooth  was  found  to  be  slightly  loose, 
and  to  have  but  a  very  short  root. 

The  case  was  exhibited  to  the  Society  by  means  of  a  small 
electric  light  projected  into  the  cyst  cavity. 


XXV. —  Wiring  for  Compomid  Fracture  of  the,  Pelvis. 
By  William  Henry  Battle.   Exhibited  Februar)/  23, 

1894. 

A  GIRL  set.  2^  was  admitted  to  the  Royal  Free  Hospital  in 
August,  1893,  suffering  severely  from  shock,  and  with  a 
history  of  having  been  run  over  in  the  street  by  a  crowded 
excursion  van.  There  was  a  fracture  of  the  left  side  of  the 
pelvis  through  the  transverse  and  ascending  rami  of  the 
pubes  close  to  the  symphysis,  and  a  separation  of  the  sacro- 
iliac synchondrosis  behind.  There  was  a  lacerated  wound 
of  the  vagina  communicating  with  the  fracture.  When  the 
child  was  lying  down  the  separation  in  front  was  about 
H  inches,  and  much  pain  was  caused  by  movement.  Through 
an  incision  made  in  the  inguinal  region  a  single  wire  was 
passed  through  the  fractured  ends  and  held  them  well  together. 
A  drainage-tube  was  passed  through  from  the  wound  to  the 
entrance  of  the  vagina.  The  result  as  shown  now,  and  expe- 
rienced during  the  time  the  child  was  in  hospital,  was 
extremely  good.  There  was  a  rise  of  temperature  on  the 
second  day,  but  it  rapidly  subsided,  and  the  wound  ran  an 
aseptic  course.  The  patient  runs  about  and  walks  normally. 
There  is  a  slight  swelling  over  the  position  of  the  wire. 
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XXVI. — Patient  after  Excision  of  Acromial  End  of 
Clavicle.  By  J.  Bland  Sutton.  Exhihited  Fehruaru 
23,  1894. 

THE  description  of  the  case  is  given  in  Clin.  Soc.  Trans., 
vol.  xxiv,  p.  12.  The  outer  two  thirds  of  the  right 
clavicle  was  excised  in  .June,  1890,  for  myeloid  sarcoma  of  its 
acromial  end.  The  clavicle  is  joined  to  the  acromion  by  a 
band  of  stout  fibrous  tissue.  The  patient  has  full  use  of  the 
right  arm,  and  can  move  it  in  all  directions.  She  is  in  the 
best  of  health. 


XXVII. — Patient  after  Operation  for  Central  Cyst  of 
Femur.  By  "William  Henry  Battle.  Exhibited 
November  24,  1893. 

A  GIRL  aet.  14,  who  was  admitted  to  St.  Thomas's  Hospital 
on  the  7th  of  May  of  this  year,  complaining  of  inability 
to  walk  on  account  of  pain  in  the  right  knee.  She  had  first 
noticed  swelling  about  the  right  knee  in  the  September  of 
previous  year.  There  had  been  pain,  worse  at  night,  since 
Christmas.  There  had  been  no  difficulty  in  walking  until 
two  months  before  admission,  and  then  she  was  obliged  to 
give  up  on  account  of  the  pain  caused  by  movement. 

On  admission  she  had  a  swelling  of  the  lower  end  of  the 
femur,  bulging  to  the  inner  side  of  the  joint,  where  there  was 
well-marked  fluctuation,  and  such  excessive  tenderness  that 
full  examination  could  not  be  carried  out.  For  two  evenings 
there  was  a  temperatui'e  of  100°,  but  without  any  oedema  of  the 
parts  over  the  knee  or  effusion  in  the  joint.  Incision  made 
on  the  20th  over  this  fluctuating  point  showed  a  thin  layer  of 
bone,  the  thickness  of  paper,  forming  the  wall  of  a  simple  cyst 
containing  many  ounces  of  fluid  of  a  thin  character.  The 
interior  of  the  cavity  left,  which  occupied  the  whole  of  the 
lower  end  of  the  femur  and  interior  of  the  condyles,  was  not 
lined  by  membrane,  but  was  apparently  compressed  bone, 
which  presented  irregular  lines  (like  groining)  in  many  parts. 
The  forefinger  could  not  reach  the  upper  part  of  the  cavity. 
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so  an  incision  was  made  on  the  outer  side  and  the  bone  tre- 
phined. Through  this  opening,  which  entered  the  medulla, 
and  from  the  inner  opening  the  cavity  was  scraped  out,  but 
only  about  a  teaspoonful  of  solid  material  came  away.  Chlo- 
ride of  zinc  (40  gr.  to  Jj)  was  used  to  wash  out  the  cavity, 
and  perchloride  dressings  applied.  A  drainage-tube  was 
passed  across  the  limb  from  opening  to  opening,  and  the  limb 
was  placed  on  a  splint. 

The  present  condition  is  most  satisfactory ;  she  is  able  to 
run  about,  and  although  there  is  considerable  "  thickening  " 
of  the  lower  end  of  the  femur,  there  is  no  reason  to  suspect 
new  growth  as  forming  part  of  it. 

I  think  the  cyst  may  have  originated  in  sarcomatous 
growth. 

Some  years  ago  I  amputated  the  patient's  left  foot  for 
displaced  talipes  varus  with  cicatricial  contraction. 


XXVIII. — Ru])ture  of  anterior  Crucial  Ligament  and 
of  anterior  end  of  External  Semilunar  Cartilage. 
By  Stanley  Boyd.     Exhibited  February  23,  1894. 

WE.,  set.  24,  when  playing  football  three  years  ago 
•  was  knocked  down  on  to  his  right  side,  his  left  leg- 
crossing  his  right  leg  so  that  the  left  knee  was  unsupported ; 
another  player  fell  on  him,  driving  his  left  knee  inwards 
towards  the  ground.  He  heard  a  crack  and  felt  severe  pain  ; 
he  got  up,  and  with  assistance  was  able  to  hobble  100  yards. 
The  joint  swelled,  and  it  was  eight  to  ten  weeks  before  he 
could  use  it,  then  he  soon  became  able  to  walk  and  run  as 
well  as  ever;  but  the  joint  was  insecure,  and  capable  of 
abnormal  movement.  B}-  care  he  was  able  to  prevent  its 
giving  way  often ;  thus  he  would  not  alight  from  even  a 
small  height  on  his  left  foot,  he  would  not  throw  a  stone  on 
account  of  the  twist  of  the  left  leg,  he  would  avoid  irregular 
surfaces,  &c. ;  nevertheless  the  joint  did  give  way  badly  three 
or  four  times,  causing  him  to  lie  up.  Minor  slips,  though 
painful  at  the  time,  cause  no  swelling,  and  the  joint  can  be 
used  at  once  or  soon.  During  the  past  year  his  walking 
power  has  seriously  diminished  owing  to  "  weakness''  of  the 
left  knee.     Six  weeks  ago  he  twisted  the  knee  badly,  and  was 
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laid  up  for  a  fortnight.  Since  tlien  a  walk  of  a  mile  or  two 
tries  the  limb  greatly.  Also  on  several  occasions  the  joint 
has  become  locked  in  the  semi-flexed  position,  extension 
being  impossible  until  something  in  the  interval  between  the 
outer  joint-surfaces  had  slipped  into  place ;  this  was  brought 
about  by  pressure  on  either  side  of  the  lig.  patellae  or  by  full 
flexion.     No  loose  body  has  been  felt. 

The  patient  when  standing  or  sitting  can  move  the  tibia 
backwards  and  forwards  beneath  the  femur, — forwards  until 
the  point  of  a  thumb  can  be  placed  well  on  each  femoral  sur- 
face of  the  tibia,  backwards  to  the  normal  position.  When 
standing  he  can  separate  the  tibia  and  femur  in  the  forward 
and  inward  direction  to  a  considerable  extent ;  the  tibia  goes 
back  without  pain,  but  with  a  loud  click  and  a  jerk  of  one 
bone  over  the  other.  When  the  latter  displacement  is  pro- 
duced most  of  the  internal  lateral  ligament  can  be  felt. 

In  the  production  of  the  forward  movement  the  quadriceps 
does  not  seem  to  act,  but  something  can  be  felt  contracting 
in  the  popliteal  region — popliteus  ?  The  backward  movement 
is  due  to  the  hamstrings.  The  internal  semilunar  cartilage 
can  sometimes  be  felt  in  its  proper  position ;  nothing  can  be 
clearly  felt  of  the  external,  but  it  probably  does  not  come 
forward  with  the  tibia. 

The  diagnosis  which  appears  most  probable  is  that  the 
anterior  crucial  ligament  has  been  torn  from  its  attachment 
to  the  tibia,  and  that  in  the  last  severe  wrench  the  external 
semilunar  fibro-cartilage  was  detached  anteriorly. 


XXIX. — A  case  of  Subluxation  of  Knee-joints  in  a 
female  child  of  one  year  and  four  months.  By 
H.  Betham  Robinson.     Exhibited  April  27,  1894. 

THE   child   had   bronchitis  at  Christmas,  and   afterwards 
seemed   very   weak    on   her   legs.      The    mother    then 
noticed  a  click  in  its  knee-joints  when  it  moved  its  legs. 

On  watching  the  child  the  tibia  and  fibula  are  seen  to  be 
displaced  outwards  and  forwards,  so  that  the  inner  tuberosity 
of  tibia  comes  into  the  intercondylar  notch  and  looks 
directly  forwards.     The  bones  then  return  to  their  normal 
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position  with  a  loud  snap.     On  manipulation  there  is  some 
lateral  movement  to  be  obtained. 

The  child  appears  very  strong,  although  her  leg  muscles 
are  rather  flabby. 


XXX. — Recurring  Dislocation  of  Hip  :  operation.  By 
William  Henry  Battle.  Exhibited  February  23, 
1894. 

THE  girl,  set.  19,  was  admitted  to  St.  Thomas's  Hospital  on 
27th  May,  1893,  with  a  dorsal  dislocation  of  the  right 
hip. 

There  was  said  to  have  been  something  wrong  with  the 
right  hip  for  eight  years,  but  the  nature  of  this  was  not  known  ; 
she  had  been  lame.  On  the  22nd  she  had  fallen  (slipped  off 
the  kerb),  and  had  been  in  bed  and  unable  to  move  about, 
with  pain  in  the  hip  since  that  time.  There  was  a  dorsal 
dislocation,  apparently  of  recent  origin,  which  Mr.  Anderson 
reduced  by  manipulation  under  anaesthesia  on  June  3.  The 
splint  was  removed  on  the  28th,  and  the  dislocation  recurred. 
On  July  1  it  was  again  reduced,  but  was  found  displaced 
again  on  the  following  day.  On  the  7th  the  tempera- 
ture was  102*2°,  and  she  had  pain  in  the  hip.  An  incision 
was  made  by  Langenbeck's  method,  and  the  head  of  the  bone 
reduced  after  the  incision  had  been  carried  through  the 
cartilage  investing  the  rim  of  the  pelvis.  The  capsule  was 
very  large,  and  distended  with  blood-stained  synovial  fluid. 
The  hip  was  placed  in  the  extended  position,  and  three  ivory 
pegs  passed  through  the  head  and  acetabulum  in  a  tri- 
angle *."  .  Incision  closed  with  silk  sutures  and  without 
drainage-tube.  Long  outside  splint,  plaster  of  Paris  and  usual 
dressing  applied.  When  she  left  hospital  some  three  months 
later  she  was  supplied  with  a  leather  hip-splint,  and  wore  it 
for  three  or  four  months. 

The  result  of  this  treatment  is  that  she  can  walk  well, 
but  with  a  slight  limp  (this  is  not  apparently  the  result  of  the 
operation,  but  the  old-standing  lameness),  and  can  flex  the 
thigh  to  a  right  angle.  She  says  that  she  cannot  run,  but  has 
apparently  not  tried  to  do  so.  There  has  been  no  dislocation 
since. 
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XXXI. — A  case  of  old  Fracture  of  the  Fibula  with 
Displacement  of  the  Foot  {Diqniytreri' s  fracture), 
replaced  hij  operation  two  years  later.  By  Watson 
Chetne,  F.E.S.     Exhibited  November  24,  1893. 

GW.,  set.  49,  was  admitted  to  King's  College  Hospital 
•  April  22, 1892:  he  met  with  an  accident  to  his  left  foot 
about  two  years  before.  He  was  then  treated  with  external 
and  internal  splints,  and  afterwards  plaster  of  Paris.     Has 

Fig.  35. 


never  been  able  to  walk  since,  and  attempts  to  do  so  are 
very  painful. 

On  examination  there  is  marked  broadening  of  the  ankle, 
and  the  whole  foot  appears  displaced  outwards,  without, 
however,  any  marked  eversion  (see  Fig.  35).  The  lower  end 
of  the  tibia  is  very  prominent  on  the  inner  side,  and  it  is 
evident  that  the  internal  malleolus  has  been  broken  off  and 
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carried  outwards  with  the  foot.  The  line  of  fracture  of  the 
fibula  is  distinctly  felt  about  3  inches  above  the  external 
malleolus.  The  patient  complains  of  pain  on  putting  his  foot 
down,  which  is  most  at  the  outer  side  of  the  ankle  and  extends 
up  the  leg  to  the  knee. 

On  April  26  an  operation  was  performed  with  the  view  of 
replacing  the  foot  in  its  proper  position.  All  the  usual  anti- 
septic precautions  having  been  taken  and  an  Esmarch's 
bandage  applied,  vertical  incisions  about  6  inches  in  length 
were  carried  downAvards  in  front  of  each  malleolus,  the  centre 
of  the  incisions  being  opposite  the  ankle-joint ;  these  incisions 
were  carried  down  to  the  bone  and  the  joint,  and  the  tendons, 
&c.,  in  front  of  the  ankle  were  lifted  forward  along  with 
the  skin  between  the  incisions,  so  that  the  fingers  could  be 
passed  freely  from  one  to  the  other.  The  line  of  fracture  of 
the  fibula  was  then  exposed  and  divided,  and  it  was  found 
that  the  fracture  had  been  transverse,  and  that  the  upper  end 
of  the  lower  fragment  had  passed  outwards,  so  that  there  was 
only  a  thin  line  of  bony  union  between  the  inner  edge  of  the 
lower  fragment  and  the  outer  edge  of  the  upper,  the  malleolus 
not  having  quite  cleared  the  upper  fragment.  On  the  inner 
side  it  was  found  that  the  internal  malleolus  had  been  broken 
transversely  near  its  base  and  carried  outwards  with  the  foot, 
and  lay  with  its  outer  surface  upwards  against  the  inner  part 
of  the  articular  surface  of  the  tibia,  to  which  it  was  firmly 
attached  by  fibrous  adhesions,  and,  in  parts  where  the  carti- 
lage had  disappeared,  by  bone.  This  was  removed  so  as  to 
restore  the  form  of  the  articular  surface  of  the  ankle,  but  it 
was  still  found  impossible  to  push  the  foot  into  place. 
Further  investigation  showed  that  the  outer  part  of  the  arti- 
cular surface  of  the  astragalus  projected  upwards  in  the  space 
between  the  tibia  and  fibula,  and  that  this  was  the  obstacle 
to  the  replacement  of  the  foot.  This  part  of  the  astragalus  was 
therefore  chiselled  away  till  it  was  on  a  level  with  the  inner 
and  upper  surface,  and  then  by  pressing  the  foot  inwards  the 
astragalus  passed  into  its  proper  position,  and  the  form  of  the 
foot  was  restored.  The  result  as  regards  the  joint  was  that 
at  the  inner  part  a  cartilage-covered  portion  of  the  astragalus 
was  opposed  to  a  partially  bony  surface  of  the  tibia,  while 
further  out  the  condition  was  reversed,  the  bony  surface  of 
the  astragalus  being  opposed  to  the  cartilage-covered  surface 
of  the  tibia.  The  foot  being  held  in  position  the  two  ends 
of  the  fibula  were  wired  with  silver  wire,  and  the  wounds 
stitched   up.      After    the    usual   antiseptic   dressings   were 
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applied  the  leg  was  placed  in  a  trough  of  Gooch's  splint, 
care  being  taken  to  fix  the  foot  at  right  angles  and  slightly 
inverted. 

There  was  nothing  remarkable  about  the  after  progress. 
The  usual  aseptic  course  was  followed,  the  wound  healing  by 

Fig.  36. 


first  intention.     Passive  movement  of  the  ankle  was  kept  up 
after  the  first  week. 

When  exhibited  to  the  Society  the  position  of  the  foot 
was  perfect  (see  Fig.  36),  he  was  able  to  walk  quite  Avell,  and 
there  was  a  considerable  amount  of  movement  in  the  joint. 
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XXXII. — A  case  of  External  Hotation  of  both  Legs. 
By  Watson  Chetxe,  F.R.S.  Exhibited  November 
24,  1893. 

HP.,  Eet.  3,  admitted  to  King's  College  Hospital  on 
•  October  14,  1892.  The  child  has  never  been  able  to 
walk  or  even  to  stand,  but  the  deformity  was  not  noticed  till 
the  parents  tried  to  teach  it  to  stand.     No  illnesses. 

Child  is  quite  unable  to  stand  or  walk,  both  legs  turning 
outwards  and  bending  at  the  knee-joints.  No  signs  of 
rickets  nor  of  previous  infantile  paralysis;  the  muscle  re- 
actions are  normal.     On  examination  of  the  legs  they  seem 

Fig.  37. 


quite  normal,  with  the  exception  that  both  are  rotated  out- 
wards, and  it  is  impossible  to  rotate  them  inwards  or  even  to 
get  the  patella  to  look  directly  forwards ;  on  the  other  hand, 
they  can  be  turned  outwards  to  a  very  marked  degree. 
Some  idea  of  the  great  freedom  of  rotation  outwards  will  be 
given  by  the  accompanying  photographs  (Figs.  37,  38,  39). 
There  is  no  congenital  dislocation  at  the  hip-joint,  but  the  head 
of  the  femur  can,  I  think,  be  more  easily  felt  than  it  ought  to 
be,  the  acetabulum  being  probably  imperfectly  developed. 

For  about  three  months  attempts  were  made  to  improve 
matters  by  massage,  Faradism,  apparatus,  &c.,  but  without 
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Fig.  39. 
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success,  and  consequently,  after  considering  various  operative 
procedures,  I  finally  decided  on  the  following,  which  was  per- 
formed on  the  right  side  on  January  23,  1893.  A  vertical 
incision  about  3  inches  long  was  made  on  the  outer  side  of  the 
thigh  at  the  upper  part,  and  carried  down  to  the  bone  through 

Fig.  40. 


the  external  vastus.  The  periosteum  having  been  raised  by  an 
elevator  a  narrow  saw  was  passed  in,  and  the  femur  divided 
transversely  just  below  the  lesser  trochanter.  The  lower  part 
of  the  thigh  was  then  forcibly  rotated  inwards,  till  the  patella 
pointed  as  far  inwards  as  normal.     A  perforated  aluminium 
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plate  was  then  titted  over  the  adjacent  parts  of  the  divided 
bone,  and  fixed  on  by  means  of  a  number  of  nickelled  tacks. 
(When  this  was  done,  the  acquired  internal  rotation  of  the 
foot  and  leg  was  retained,  and  when  rotation  outwards  at  the 
hip-joint  was  carried  out  the  leg  only  moved  through  the 
normal  arc.)  The  wound  was  then  stitched,  gauze  dressings 
applied,  and  the  leg  and  pelvis  enveloped  in  plaster  of  Paris, 
the  limb  being  flexed  considerably  at  the  hip-joint. 

On  March  8  the  plaster  was  removed  ;  the  wound  was 
found  healed  and  the  bones  firm.  The  splint  was  left  off  and 
massage  commenced.  By  the  end  of  March  the  child  was 
allowed  to  get  up,  and  was  able  to  stand.  He  was  discharged 
at  the  end  of  April. 

When  exhibited  at  the  Society  the  right  leg  was  in 
normal  position,  but  the  left  leg  was  of  course  in  its  former 
condition.  The  child  could,  however,  walk  and  run  about 
quite  well,  and  the  parents  were  so  satisfied  with  the  result 
that  they  thought  that  the  operation  on  the  left  leg  was  un- 
necessary. The  accompanying  photograph  (Fig.  40),  taken 
this  autumn,  shows  the  result  fairlv  well. 


XXXIII. — Displaced  Carpal  Bone.    By  William  Henry 
Battle.     Exhibited  November  24,  1893. 

MAN  «t.  25,  who  in  1888  fell  on  deck  and  received 
injuries  of  considerable  severity — fractures  of  the  right 
femur,  of  the  left  humerus,  of  the  elbow-joint,  and  of  the  right 
OS  calcis,  and  a  wound  of  the  lower  part  of  the  left  forearm 
and  wrist,  during  the  healing  of  which  several  pieces  of  bone 
came  away. 

Now,  there  is  a  rounded  swelling  of  stony  hardness  under 
the  scar  of  the  wound  on  the  front  of  the  left  wrist,  which  is 
fixed  to  the  deep  fascia  and  so  immoveable.  The  skin  moves 
over  it.  The  left  carpus  is  shorter  than  the  right,  measuring 
only  one  finger's  breadth  against  two  on  the  right  side,  but 
the  movements  are  very  good.  The  os  calcis  is  pointed 
posteriorly,  and  a  bony  projection  has  developed  there,  from 
which  a  piece  separated  about  six  months  ago. 

1  am  of  opinion  that  the  bony  swelling  is  one  of  the  dis- 
placed carpal  bones,  probably  the  semilunar. 
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XXXIV. — Excision  of  Elbow  by  lateral  incision,  the 
olecranon  being  ^yreserved.  By  F.  Eve.  Exhibited 
January  26,  1894. 

ELIZABETH  W.,  eet.  32,  was  admitted  to  the  London 
Hospital  on  April  Q,  1893,  with  tuberculous  disease  of 
the  right  elbow-joint  of  six  years'  duration.  The  joint  was 
fixed  and  the  synovial  membrane  much  swollen. 

April  6. — Operation  :  the  joint  was  opened  by  two  lateral 
incisions  to  avoid  interference  with  the  triceps  tendon  and 
olecranon.  The  diseased  synovial  membrane  was  removed, 
and  the  articular  ends  of  the  humerus  and  radius  were  excised 
in  the  usual  way.  The  greater  sigmoid  cavity  was  occupied 
by  an  old  tubercular  focus.  This  was  scraped  away ;  the 
surrounding  bone  was  eburnated,  but  healthy.  The  olecranon 
was  otherwise  left  intact. 

April  26. — Wounds  soundly  healed.  After  continuous 
passive  movement  of  joint  with  Faradisation  and  massage  of 
the  extremity,  the  patient  was  discharged  on  June  8.  She 
could  then  flex  the  arm  to  an  angle  of  about  45°,  and  the 
movements  of  extension,  pronation,  and  supination  were  nearly 
perfect. 

She  was  instructed  to  come  to  the  hospital  weekly  for 
'•'  passive  movement  '^  of  the  joint,  but  was  not  again  seen 
until  January,  1894,  when  the  power  of  flexing  the  forearm, 
owing  to  neglect  of  her  instructions,  had  become  slightly 
restricted. 

Eemarlcs. — The  modification  of  the  operation  of  excision, 
consisting  in  the  preservation  of  the  olecranon,  was  under- 
taken to  avoid  the  loss  of  power  of  extension  sometimes 
following  the  usual  operation,  and  due  to  the  triceps  failing 
to  contract  a  firm  attachment  to  the  extremity  of  the  ulna. 

Although  the  above  was  not  a  favorable  case  for  the 
experiment,  since  the  greater  sigmoid  cavity  appeared  to  be 
the  primary  seat  of  the  disease,  yet  the  result  as  regards 
extension  is  almost  ideal. 

I  have  in  several  instances  previously  endeavoured  to 
obtain  the  same  result  by  dividing  the  olecranon  transversely 
after  making  the  ordinary  posterior  incision.  After  com- 
pleting the  operation  in  the  usual  manner  the  olecranon  was 
then  wired  to  the  ulna. 

In   one   case,   that   of   a   man    aged   thirty-two,    a    fair 
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mobility  was  obtained  by  this  method;  but  in  three  other 
cases,  two  of  excision  and  one  of  arthrectomy  respectively, 
the  results  were  very  unsatisfactory.  This  appeared  to  be 
due  to  the  necessity  of  postponing  "  passive  movement " 
until  the  union  between  the  olecranon  and  ulna  had  become 
sufficiently  firm.  In  the  meantime  fibrous  union  had  taken 
place  between  the  lower  end  of  the  humerus  and  the  line  of 
section  through  the  olecranon;  this  was  a  serious  bar  to 
movement.  This  disadvantage  does  not  exist  when  the 
olecranon  is  completely  preserved  and  the  joint  opened  by 
lateral  incisions. 
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Epithelioma :  multiple  epitheliomatous  growths  developing  in  a 
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